_ AMERICAN | 


OURNAL SURGERY 


XXIII. 


APRIL, 1909. No. 4. 


THE LINGUAL TONSIL. 


F. C. Raynor, M.D., 


Laryngeal Surgeon, Brooklyn Eye and Ear Hospital; 
Consulting Otologist, Swedish Hospital, 


BROOKLYN, N. Y. 


Of the upper masses in the “lymphoid ring of the 
pharynx,” 7. e. the pharyngeal and faucial tonsils, 
much has been written, but of the lower or lingual 
tonsil we hear relatively little, and as this organ 
when diseased gives rise to symptoms which are 
often unrecognized, it seemed to the writer, that 
a short paper on this topic might not be unworthy 
of attention. 

The first mention in literature concerning the 
iingual tonsil was by Heymann and published in the 
Berliner Klinische Wochenschrift in 1877, and the 
first paper in the United States was by H. Holbrook 
Curtis, published in the New York Medical Journal 
in 1884, in which the author reported three cases of 
hoarseness and loss of voice, from enlargement of 
the lymphoid tissue at the base of the tongue. In 
1886 Swain published in the Deutsche Archiv fiir 
Klinische Medizin, a very complete paper on this 
subject, which has been freely quoted by others in 
the contributions which were made during the next 
few years, both in this country and abroad. While, 
from time to time, these articles appeared, relatively 
little attention has been paid to them, for in Bur- 
nett’s System of Diseases of the Ear, Nose and 
Throat, published as late as 1893, the lingual tonsil 
is not mentioned. 

The collection of lymphoid tissue situated at the 
base of the tongue between it and the epiglottis, to 
which the name lingual tonsil has been applied, con- 
sists of a flattened mass, often divided by a median 
depression, giving it the appearance of two glands. 
In amount it varies widely in health, and its dis- 
eases, contrary to those of the pharyngeal and fau- 
cial tonsils, are mostly of adult life, although a case 
has been recorded of a child of two years dying of 
asphyxia from enlargement of this gland. It tends 
te increase rather than diminish after puberty. In 
structure it corresponds to the other tonsils and is 
subject to the same disease, ¢. g. acute catarrhal, 
lacunar and phlegmonous inflammations, mycosis, 


tuberculous and syphilitic involvement, and hyper- 
trophic changes. It may also be the seat of tumors. 
It may be involved with other disorders of the 
throat, but is often independently affected, 

The catarrhal inflammations present the usual 
symptoms of pharyngeal inflammation, as hyper- 
secretion and dysphagia with the addition of a feel- 
ing as of a foreign body in the throat. “Swallow- 
ing over something” is the way it has been de- 
scribed; hoarseness, and a persistent tickling, or 
spasmodic cough are usually present. Occasionally 
the glands at the angle of the jaw are enlarged and 
there may be tenderness on pressure, over the 
hyoid bone. This condition often accompanies or 
follows an attack of influenza or the exanthemata, 
and is often present in gouty conditions, and 
stomach and intestinal affections, such as acid indi- 
gestion with eructations, chronic constipation, etc. 
The constitutional treatment of this affection is that 
of the underlying condition, if any can be found, 
conjoined with the administration of Sodium Ben- 
zoate. Locally such agents as Alum, Tannin, 
Sulpho-Carb. Zinc, Menthol and Iodine in proper 
solution, swabbed directly on the parts may be 
employed. My personal preference is a mixture 
of Menthol gr. xx-, Iodine gr. ss, Camphor gr. viii 
in Albolene 5i and Silver Salt solution in varying 
strengths. 

Phlegmonous inflammations in my experience are 
rare. In addition to the febrile symptoms, there is 
great pain in the throat localized in the region of the 
hyoid. The pain is increased by attempting to pro- 
trude the tongue. There is intense dysphagia, with 
pains shooting to the ear; increased flow of saliva, 
and sometimes dyspnea. Edema of the glottis may 
be caused by the inflammation. The laryngoscope 
shows a long red swelling in front of the epiglottis, 
which it sometimes pushes back. As a rule abscess 
forms quickly; it often ruptures spontaneously ; if 
not it should be promptly incised. The local and 
general treatment is that of other faucial inflam- 
mations. 

Mycosis occurring here presents no special char- 
acteristics other than the presence of the yellowish 
masses due to the leptothrix, and is best treated, in 
my experience, by curetting and rubbing in a mix- 
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ture of Lig. Iodi Comp. 3ss. in Glycerole of 
Tannin 3i. 

Of syphilitic involvements little need be said. 
They are only incidents in the course of that malady, 
and the treatment, aside from local cleansing, is 
that of the general disease. 

As to primary tuberculosis of this gland, much 


has been written both pro and con, and an attempt — 


to review the evidence would require too much space 
and leave us just where we started. It is possible 
some cases may have occurred, but for practical 
purposes primary infections may be ignored, as they 
rarely come under observation before other symp- 
toms of tuberculosis are present. Freudenthal in a 
paper read before the Greater New York Associa- 
tion, January 8, 1906, called attention to the fact 
that a large number of tuberculous patients in his 
service at the Montefiore Home and Bedford Sani- 
tarium for Consumptives had enlarged lingual ton- 
sils, and that the cough could be greatly ameliorated 
by appropriate local treatment. Tubercular ulcera- 
tions may be treated by curettage, lactic acid, creo- 
sote, electrolysis, etc., as in other localities. 

Hypertrophy of the Lingual Tonsil—While giv- 
ing rise to local symptoms, as in the foregoing, is 
also the cause of various reflex disturbances, such 
as asthma, globus hystericus, spasm of the eso- 
phagus and aphonia; and as the element of pain is 
generally lacking, disturbances from this cause are 
often overlooked. The hypertrophy varies in 
amount from the enlargement of a few follicles, to 
the formation of a distinct tumor, and the symptoms 
seem to depend more on the sensitiveness of the in- 
dividual than on the amount of hypertrophy present. 
(Swain). The disorder is more common in females. 
The hypertrophy includes both the glandular and 
fibrous structures and accordingly as one or the 
other predominates will the growth be friable or 
resistant. Like the acute cases, enlargement of the 
tissue may be due to inflammation with or without 
involvement of the neighboring structures, and asso- 
ciated with disorders of the gastro-intestinal tract. 
McBride says, “the co-existence of nasal imperme- 
ability in a few cases makes me think respiration 
through the open mouth may be a factor.” As the 
hypertrophy is often associated with enlarged veins, 
some writers regard hypernutrition from the in- 
creased blood supply as a cause. 

The most constant symptom is, as Newcomb ex- 
pressed it, “a pharyngeal disesthesia” of varying 
degree, coupled with a desire to clear the throat and 
cough. The sensations complained of are tickling, 
a feeling of fulness, of a foreign body, or of being 
grasped by the throat. When the mass is quite 


large, the epiglottis sometimes becomes incarcerated, 
causing laryngeal spasm. The voice is variously 
affected. Hoarseness in different degrees—is easily 
fatigued—interference with singing, partial or com- 
plete aphonia, either from mechanical interference 
or reflexly. 

The cough is almost invariably worse at night. 
In the milder cases the cough is hacking, and ap- 
pears at longer or shorter intervals; in others 
violent, spasmodic and continuous. In the latter 
cases the sputum is often blood stained or accom- 
panied by hemorrhage. This is the class of cases 
mistaken for pulmonary tuberculosis. While all of 
the symptoms enumerated have been recorded in dif- 
ferent cases, none presented them all; also it is 
well to note that a considerable hypertrophy may 
exist and present no symptoms whatever. In de- 
termining whether the growth is the cause of symp- 
toms, adrenalin and cocaine will be found useful, 
their employment temporarily abating the discom- 
fort; also touching the tissue with a probe may 
excite cough or spasm. 

Treatment.—The soft villous growth may be re- 
moved by the curette; projecting masses can be 
snared ; hat or cold, or cut off with the guillotine or 
scissors. Broad, flat hypertrophies must be de- 
stroyed by escharotics, either chemical or galvano- 
cautery. I prefer the latter. But a small amount of 
tissue should be burned at a time on account of the 
danger of excessive inflammation which may involve 
the larynx, and an interval of at least three days 
should exist between the cauterizations. After the 
operation astringents and sedatives are indicated. 

Varix—Enlargement of the veins at the root of 
the tongue are not uncommon. While they may ap- 
pear without grandular involvement they are so 
commonly associated with disease of the lingual 
tonsil that it seemed proper to speak of them in this 
connection. Many times they give rise to no symp- 
tcms whatever, at others the subjective sensations 
and reflex symptoms are those of a mild hyper- 
trophy. In attempting to clear the throat, a rupture 
may take place, the hemorrhage varying from blood 
stain to an amount sufficient to alarm the patient. 
The treatment is to obliterate the vessels by gal- 
vano-cautery puncture. 

Tumors.—Fibroma, papilloma, lipoma, angioma 
and cysts have all been reported. They present 
nothing unusual. Only the iatter have come under 
my observation, unless the case I shall relate be- 
longed to the first class. An accessory thyroid has 
been found in conjunction with hypertrophy of this 
organ. Regarding these growths Winslow says “A 
moderate size, rounded, elastic tumor, situated at 
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the base of the tongue and covered by smooth, nor- 
mal or congested mucous membrane, not painful, 
with no metastasis, growing slowly, and occurring 
usually in young women, is almost certainly a 
neoplasm containing thyroid tissue. These growths 
do not usually present any alarming symptoms, but 
. should be removed when they give rise to discom- 
fort, or cause difficulty in deglutition or respiration.” 

In conclusion I shall relate a few illustrative 
cases: 

Case I. School teacher, 22 years, female. Had 
tonsils removed when a child. Complains of ful- 
ness in throat, voice tire, constant desire to cough, 
which is hacking and affords no relief. Examina- 
tion shows moderate hypertrophy of lingual tonsil. 
Removed with guillotine. Cure. 


the throat with a desire to clear it, voice husky; 
later a sensation of a foreign body; difficult deglu- 
tion, then soreness, especially on swallowing. A 
few days previous to her coming to the dispensary 
she had discovered a lump on the back of her 
tongue. 

On opening the mouth the top of the tumor could 
be easily seen; it was inflamed and eroded. The 
laryngoscopic mirror showed an ovoidal mass 
about 34 x % inches filling the hyoid fossa. It 
completely hid the epiglottis from view, and ren- 
dered it impossible to see the cavity of the larynx. 
The surface of the growth was nodular. Not 


knowing what I had to deal with I called in my chief 
who was equally in the dark. None of the text- 
books available gave us any light on the subject and 
we came to the conclusion that the tumor was of 
epiglottic origin and as the surgical facilities of the 


FIG, 2. 


Case II. Widow, 40. Husband died of con- 
sumption. For past four weeks severe cough, worse 
at night, spasmodic dyspnea, is nervous and appre- 
hensive. Pharynx slightly congested. Lingual ton- 
sil red and swollen, veins dilated, now under treat- 
ment and improving. ; 

Case III. Male, 30. Was sent West for lung 
trouble five years ago—returned cured after two 
years. I was called for hemorrhage, which had 
ceased on my arrival. Patient had spit up about an 
ounce of blood. No rales in chest and a recent clot 
at base of tongue revealed the source of the 
bieeding. 

Case IV. Woman, 45. Complained of feeling 
something in her throat—some difficulty in swallow- 
ing—no dyspnea. Examination showed a cyst at 
base of tongue half an inch in diameter in the midst 
of hypertrophied tonsillar tissue. Puncture with 
galvano-cautery; partially refilled at next visit, 
three days later, when a second burning completed 
the cure. 

Case V. This occurred in my junior days, about 
fifteen years ago, and as the case presents some 
unique features I report it somewhat at length. The 
patient was a married woman of 23, with good pre- 
vious history and healthy parentage. Was some- 
what anemic, and rather thin, but not at all cachectic 
in appearance. She was nursing a child of about 
nine months, which doubtless had something to do 
with her general condition. The local symptoms 
complained of were of about a year’s standing and 
were as follows: At first a feeling of fulness in 


Eye and Ear Hospital were rather primitive at that 
time and wishing further consultation, the case was 
taken to the Brooklyn Hospital for operation. The 
surgeon in attendance was inclined to regard the 
growth as an accessory thyroid, but suggested that 
a piece of the tumor be snared off and submitted to 
the pathologist of the institution, which was done. 
Pending the report of the microscopical findings the 
patient became dissatisfied and returned to her 
home. The pathologist turned in a diagnosis of 
“alveolar carcinoma” and advised a most radical 
operation, removal of the tongue and larynx. As 
the clinical symptoms did not seem to warrant such 
extreme measures, it was decided to snare off the 
growth. The operation was performed by Dr. Sher- 
well at the Eye and Ear Hospital under ether, 
using a stout nasal snare and heavy piano wire. 
When the operation was three-fourths completed 
the snare broke, the growth being very hard to cut, 
and the finish of the operation was deferred two 
days until a heavier instrument could be procured; 
the wires being left in situ. The two days strangu- 
lation rendered the removal easy, and the patient 
made an uninterrupted recovery. Fortunately the 
‘epiglottis was not included in the loop, as it was 
in no wise involved. The case was kept under ob- 
servation for two years and as there was no recur- 
rence by that time the patient was dismissed, with 
instructions to report if any untoward symptoms 
developed. She was never afterward heard from. 


Since the above article was written I have devised 
two new instruments for the removal of the lingual 


FIG. I. 
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tonsil, which singly or combined are adapted to the 
ablation of any growth. These, having been suc- 
cessfully tried both by myself and by colleagues, I 
feel warranted in offering to the profession. 

The curette (Fig. 1) is a curved “hoe-shaped” 
instrument, with a sharp cutting edge, and is intro- 
duced beyond the hypertrophied tissue, and with a 
combined pulling and lateral movement the growth 
is severed, either entirely, or in some situations the 
removal is completed by the forceps (Fig. 2). This 
has the usual lingual curve, and has rounded cup- 
shaped blades extending below the general plane of 
the instrument, which cut from the point to the 
junction with the shaft. The blades are so ground 
as to force them into the growth, and they do not 
slip off as does the ordinary lingual scissors or guil- 
lotine. The instruments are readily sterilized. 

157 CLINTON STREET. 


EARLY DIAGNOSIS OF CARCINOMA OF 
THE UTERUS. 


Isaac JL. Watkins, M.D., 
MONTGOMERY, ALABAMA.. 


If aii apology is necessary for the few remarks 
that I propose making on this subject, it is that our 
operative results for cancer of any portion of the 
body, and especially of the uterus, is, even in the 
hands of our most expert operators, far from sat- 
isfactory. Two per cent. of recoveries is doubt- 
less a liberal estimate. The mortality attending the 
operation, and the very small number of successes, 
has been taken advantage of in arguing the unjusti- 
fiability of the operation. 

In order that we may have better operative re- 
sults, there are two conditions which we must im- 
prove, namely: An earlier recognition of the cancer- 
ous condition, and some improvement in our technic 
int operating. The so-called radical operation for car- 
cinoma of the uterus has never been universally 
accepted, and in my opinion has no good grounds 
for its acceptance, and in principle is wrong. 

In seeking to place the criticism for this lament- 
able state of affairs, it has been ever and almost uni- 
versally the custom to lay the blame at the door of 


the general practitioner since he is the one to whom 


these women first apply for advice. While I am 
not willing to excuse any man from the law on 
account of ignorance, I am thoroughly convinced 
thet if the surgeon or pathologist would establish 
a more reliable symptomatology, or some kind of a 
better working basis by which the condition could 
be recognized by the thoughtful practitioner, the 


end results in these cases would be very much im- 
proved. Notwithstanding that within the last few 
years an almost innumerable number of articles on 
some phase of the subject, cancer of the uterus, 
have been written, I am not aware of the existence 
of a single pathognomonic symptom of carcinoma 


of this organ. It is an established fact that in . 


many of our hospitals as many as 65 per cent. of 
the cases which apply for treatment are turned 
away as inoperable, and that of those presumably 
operable, another large percentage are doomed to 
disappointment when they find that their condition 
is incurable. 

While there are many things regarding the 
etiology and histology of cancer yet unknown, our 
present knowledge justifies the opinion that in 
nearly all cases of malignant disease there is a 
time when it is possible to eradicate the process 
completely. 

While this state of affairs exists, we shall be 
forced to satisfy ourselves by urging, with all the 
power within us, the hearty co-operation of the 
man who daily sees these poor unfortunates, and 
beg that they without hesitation regard the grave 
importance of even the slightest suggestion of 
cancer. 

Determining the question of a symptomatology of 
carcinoma of the uterus can at best be but imper- 
fect. We can, however, eradicate a few of the 
erroneous ideas that have existed from time im- 
memorial in regard to the irregularities of the 
menopause, and, also, the fallacious belief in the 
influence of heredity. I am glad to say that in the 
more enlightened circles the professional lethargy 
which has so long retarded advancement in this 
respect is rapidly disappearing. It is a commend- 
able disposition on the part of many physicians to 
teach their patients that any irregularity in the 
menopause is strongly suspicious of malignancy, 
and that it justifies a careful investigation, rather 
than a prescription for some of the numerous use- 
less remedies. And, further, it is not necessary for 
any of their ancestors to have had cancer. It 
should be the purpose of every physician to teach 
his patients that the irregular discharges of the 
menopause are not in any sense typical of normal 
conditions. This one symptom has probably been 
misinterpreted more frequently than any other 
symptom of this pathological state. . It should also 
be known that it is not essential to have a cancerous 
family history before one may develop it; so often 
in consultation I have heard the attending physi- 
cian spend several moments in trying to determine 
whether or not a former ancestor had ever had 
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cancer, for the purpose of establishing the diag- 
nosis. As a matter of fact, this theory of heredity 
has not the least foundation so far as our knowl- 
edge goes. 

The point I wish to emphasize is the great dread 
that men have of being regarded alarmists. For 
my part, nothing pleases me more than to hear a 
man say, “I fear a given case has beginning can- 
cer,” and nothing appeals to me as more worthy of 
cur attention than to determine the truth or falsity 
of the condition in such a case. We should en- 
courage all such efforts. If the suspicions are con- 
firmed we may congratulate ourselves that we have 
a favorable case. If proven untrue, it will be a 
pleasure to announce the fact to the woman. 

There are some conditions which must be taken 
into consideration in weighing the value of these 
symptoms. It is generally known that between the 
ages of forty and fifty years the largest percentage 
of cases occur. The next largest is from thirty to 
forty years; then from fifty to sixty, and from 
sixty to seventy, and then from twenty to thirty. 

No statistics at my command indicate that any 
influence is exerted by the frequency of pregnancy 
in the production of cancer. This statement is 
especially applicable to cancer of the cervix. It is 
rare to find carcinoma of the cervix in nullipara, 
except where the cervix has forcibly been dilated. 
Kelly reports having seen three cases where no 
dilatation had been practiced. Miscarriages do not 
in any way occupy a causative relation. Cullen 
states that about one-third of all the cases reported 
at Johns Hopkins Hospital gave histories of having 
cne or more miscarriages. 

The early symptoms are only suggestive; but 
when they oceur, there should be no time lost in 
making a thorough investigation, especially when 
found in a woman between the ages of thirty-five 
and fifty. 

In a study of these suspicious cases, it is always 
important to get a very accurate history of the 
woman’s habits, and her condition from the time 
of her early menstruation. The question as to 
whether or not children have been born, although 
not conclusive, is important in estimating the value 
of symptoms. The conditions that will help us 
most in recognizing the lesion in its earliest stages 
are some deviations from the normal menstruation, 
the presence of other uterine discharges, or a re- 
currence of a bloody discharge after the meno- 
pause. These changes may come in the form of 
an excess or an intermenstrual discharge. In a 
woman beyond the age of thirty these symptoms 
should always be regarded with suspicion. This is 


especially so when these changes are easily pro- 
duced. They may be caused by physical or mental 
conditions. A woman with beginning cancer will 
nearly always bleed from violent exercise, from 
handling the uterus (as in massaging), or from the 
use of instruments. A symptom which should 
always be regarded as suspicious is the presence of 
a slight stain of blood on a tampon that has re- 
mained in the vagina a day or two. The value of 
these symptoms is increased when the woman gives 
a history of a little unusual leucorrhea for a few 
months just following menstruation. When such 
discharges come as a result of mental impression, 
as fright or joy, they are not to be regarded with 
the same degree of suspicion. Unfortunately it 
has always been the custom of authors to give as 
prominent symptoms watery, acrid or blood-tinged 
discharges. I wish to emphasize that the above 
symptoms, like pain, generally occur only when in 
tle somewhat advanced state of cancer. 

The menstrual history is peculiar to each woman, 
as probably has been noticed by every one; for in- 
stance, if accompanied with pain, the time of the 
occurrence and severity are about the same. The 
amount of the flow, the character and intermission, 
come with marked regularity. Some women always; 
have what may be regarded as intermenstrual pains, 
coming midway between the periods, while others 
never have it. ' 

It is in cases of carcinoma of the body that we 
have earlier changes in the character of discharges. 
Here the woman will describe an increased quantity 
of flow, or some other abnormal condition. The 
menstruation will come a few days earlier and last 
a few days longer, and the woman will be left with 
a feeling of depression without experiencing the re- 
lief which usually follows the function. As a rule, 
it will be possible to make them recall that the last 
several menstruations have terminated with more 
or less leucorrheal discharge, having some odor. It 
is important to remember that many women for one 
reason or another will not admit the existence of 
many of these slight changes, as they regard them as 
unimportant. 

With the full codperation of the patient, and an 
earnest effort on the part of the physician, it would 
be very rare when some such condition as above 
described could not be found in very early stages 
of carcinoma of the body. 

When in those cases that have passed the: meno- 
pause there is found what is so often regarded as a 
return of menstruation, we should at once be put on 
our guard. Careful observation of the character of 
the discharge will aid us in determining whether it 
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is caused by some fibroid growth or whether it is 
due to cancer. 

It is only necessary to call to mind the gross 
appearance of the endometrium, and remember the 
nature of the subsequent degeneration, in order to 
understand the reasons of the discharge. We have 
under these circumstances an increased blood sup- 
ply more delicate than in the normal mucosa, hence 
the abundant discharge. When degenerative 
changes have taken place, small particles of necrotic 
tissue are apt to be included in the flow and always 
cause an offensive odor. The hemorrhages from 
carcinoma of the body are much less frequent than 
from carcinoma of the cervix. This is due to a bet- 
ter protection from traumatism. 

The diagnosis of a squamous cell carcinoma of 
the cervix is more easily made than carcinoma of 
the body on account of its somewhat exposed posi- 


tion. The proper observance of the early symp-’ 


toms of this form would frequently enable us to 
make an early diagnosis. There is protracted men- 
struation that at times approaches flooding; a more 
or less constant leucorrhea slightly tinged with 
blood, and this especially if the douche nozzle is 
used. Should the woman have passed the meno- 
pause, this is likely to be regarded as a return of the 
menstrual flow. The condition that makes her 
doubtful is the frequency of the flow. The hemor- 
rhage may occur at intervals of two or three months, 
and at times may be very profuse; or it may occur 
with only two or three days’ intermission. As a 
rule, there is more or less leucorrhea all the while. 
These symptoms are not infrequently disregarded, 
and are explained as resulting from a so-called ul- 
ceration, a term which I am glad to say is rapidly 
disappearing from medical literature. I have heard 
of cases in which none of these symptoms occurred, 
and the disease was not recognized until it had be- 
come far advanced. Fortunately they are very rare. 

In giving some idea as to the frequency with 
which these symptoms may occur, I cannot do better 
than to quote a paragraph from the excellent work 
of Kelly and Noble, in which they give a series of 
observations in five hundred and nineteen cases by 
Waldstein. In this number there were 120 cases of 
a typical uterine hemorrhage, and 75 cases of leu- 
corrheal discharge. In sixteen cases there was sim- 
ply an increase in the menstrual flow. In only seven 
cases was there any pain, and this was noticed as a 
special form of backache. From this analysis it is 
seen that hemorrhage, or some variation in the 
menstrual function, is a valuable symptom. To my 
mind, 120 cases out of 219 given, in which varia- 
tion in menstruation occurred, is far below the fact. 


It is this point, as I have stated above, which I wish 
to impress, viz.: That to properly appreciate and de- 
termine the true value of this symptom we must 
have a very accurate knowledge of the present and 
past character of the woman’s menstrual history. 
This is quite impossible without her thorough co- 
operation, and she should be instructed that the cor- 
rectness of the diagnosis will depend on the accur- 
acy of her answers in regard to these atypical dis- 
charges. Do not, under these circumstances, pre- 
scribe some of the various uterine regulators or 
tonics, but insist on a vaginal examination at once. 
If we have done our duty in teaching the impor- 
tance of these symptoms, it will not be difficult to 
get any woman to submit to an examination. 

Vaginal examination in the early stage will show 
a slightly enlarged cervix, with some hardness, in- 
volving probably only a small portion of the organ. 
There may be a few fine finger-like processes pro- 
jecting from the surface which must not be mis- 
taken for cancer, as they are nothing more nor 
less than the Nabothian glands. The surface is still 
unbroken in this stage. The disease may begin on 
the vaginal mucous membrane or in the cervical 
canal as high as the internal os. When it begins 
on the vaginal mucous membrane it is frequently 
mistaken for ulceration or venereal ulcer. Its ap- 
pearance has no marked characteristics by which it 
can be recognized. Therefore, it would be wise to 
consider all such ulcers malignant until they are 
proven otherwise. When it begins on the internal 
surface of the cervical canal, the os early becomes 
patulous and the tissues break down very promptly 
under pressure. Under these circumstances the nor- 
mal secretions of the organ may mislead us, but a 
close observation will nearly always show more or 
less necrotic tissue. 

A train of symptoms somewhat like the above, 
arranged according to the views of each individual, 
would be sufficient to justify a consideration of the 
question of malignancy. In this event one’s duty 
is clear. The microscope should be promptly re- 
sorted to in order to determine the truth or falsity 
of the suspicion. When the malignant condition 
has developed sufficiently to be recognized macro- 
scopically, it then, as a rule, has progressed beyond 
the aid of surgery. In cancer of the fundus there 
is no other means of making a diagnosis than by the 
use of the microscope. Clinical observation, as 
stated above, is at best only suggestive. For those 
doing only a limited amount of gynecological work, 
it will be quite difficult to thoroughly appreciate 
these early symptoms. In a statement made by Dr. 
J. G. Clark, on this subject, in the Gynecological 
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Department of the Pennsylvania Hospital, cancer 
of the cervix has been discovered through the aid 
of the microscope in but one case of a large number 
where it was not suspected. In cancer of the fun- 
dus, however, several cases have been diagnosed by 
the microscopic examination of uterine scrapings, 
and the patient relieved by an early operation. 
Carcinoma of the uterus may be classified ac- 
cording to its location, as carcinoma of the body or 
carcinoma of the cervix. Carcinoma of the cervix 
may be divded into two groups: those arising on 
the vaginal wall, and those in the cervical canal. 
The squamous cell carcinoma of the cervix com- 
prises nearly one-third of all cases of cancer of the 
uterus. This form is rarely found elsewhere than 
on the cervix. Ina few instances it has been found 
in the body. The cylindrical cell carcinoma of the 
cervical portion is infrequent as compared with the 
squamous cell, though it may arise from the mu- 
cous glands of the cervix, or from the surface 
epithelium. In cases where the cylindrical epithel- 
ium of the cervical canal extends beyond the ex- 
ternal os, this would be expected. Carcinoma orig- 
inating in the cervical canal is the most fatal form 
of cancer of the uterus, due to the great blood and 
lymph supply of their parts. Cancer of the body 
is much less frequent and occurs later in life. Its 
progress is much slower, and the prognosis after 
operating on these cases is much more favorable. 


CHRONIC SyNovitIs. 

It is obviously inadvisable to open at once the 
knee joint in every case of chronic synovitis without 
a trial of less radical measures, for the reason that 
such cases due to flat foot and similar removable 
causes are not unknown and are cured by support- 
ing the foot. Rosert W. Lovett in the St. Paul 
Medical Journal. 


Muscutar ATROPHY IN ARTIIRITIS. 


It is an admitted fact and one proved by animal 
experimentation, that almost directly after the 
beginning of inflammation in any joint, wasting of 
the muscles controlling that joint begins and pro- 
gresses. Whether this atrophy is wholly due to dis- 
use or is the result of a trophic disturbance secon- 
dary to joint inflammation is not yet settled, both 
opinions being held by competent observers, but 
whichever it is, more knee joints are disabled by 
a disregard of this atrophy than by any other one 
factor—Rosert W. Lovett in the St. Paul Medi- 


cal Journal. 


THE VALUE OF VAGINAL FIXATION IN 
PROCIDENTIA.* 


S. S. Graser, M.D., 


Adieeet Professor of Diseases of Women, New York 
Post-Graduate Medical School and Hospital; 
Gynecologist, Lebanon Hospital; Associate 

Surgeon, Women’s Hospital; Gynecologist, 
Presbyterian Hospital Dispensary, 


NEW YORK CITY. 


The object of this paper is not to elicit a discus- 
sion on uterine prolapse, but rather to determine 
whether vaginal fixation as applied to this trouble 
is or is not a suitable operation to be recommended 
and adopted; and whether it is less or more effica- 
cious than the multitude of other operations devised 
and used; and also whether it is less free from the 
annoying and disagreeable sequelae incident to other 
eperations for this purpose. 

In our opinion complete prolapse of the uterus is 
the most difficult and uncertain of all the pathologi- 
cal conditions of the female pelvis to cure and 
maintain cured; that is any condition the cure of 
which may be brought within the scope of reason- 
able expectation. 

It seems to me to be a source of considerable 
chagrin, that as gynecologists, we are unable to 
cate, to permanently restore hardly 50 per cent. of 
all cases; and in view of our failure to make good 
ali along the line it sometimes seems but little 
wonder that the general surgeon holds us in such 
derision, claiming gynecology to be superfluous, if 
not altogether a nonentity. 

However, we may not don the garb of mourning 
nor sit in sackcloth and ashes because he is unap- 
preciative of his obligations to our field, for just so 
long as there are diseases of women will there be the 
specialist, and the general surgeon will find him- 
self ever and again indebted to this branch of medi- 
cine, from which the cure for the malady in ques- 
tion must and will come, and though deferred we 
are privileged to hope and labor on. Possibly we 
have not been altogether faithful to our heritage 
of not so many decades ago, when Sims and 
Emmet did their pioneer work in the plastic sur- 
gery of the female pelvis. Notably the latter, whose 
magnificent work, genius and ingenuity may well 
be the envy and ambition of us all, struggled inde- 
fatigably with the thicket of our subject, and taught 
us many things. Still there is a wide field, the 
doors are not closed, and there is many an ill of 
womanhood, it would be fully as magnificent to 
cure were some one to tell us how. Would it not be 


*Read before the Academy of Medicine (Section on Obstetrics 
and Gynecoiogy), October 22, 1908. 
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grand if we were able to cure every case of dys- 
menorrhea, every case of sterility, every case of 
uterine prolapse. The last being of most concern 
to us here, in order to be able to draw fair conclu- 
sions in regard to the value of any form of treat- 
ment, particularly operations, it may be well to 
make a rather comprehensive survey of the opera- 
tive work as applied to procidentia in the past thirty 
years. 

There are four fairly distinct methods of treat- 
ing this trouble, one, the palliative, consisting of 
pessaries, tampons, etc., which does not concern 
us here and will be eliminated. The other three 
cperative, but differing in the mode of attack. One 
by the route of the pelvic floor, attempting to close 
up the vaginal outlet sufficiently to maintain the 
prolapsed tissues within the pelvis. Another has 
for its purpose the shortening of the natural sus- 
penders of the uterus; the round, broad and utero- 
sacral ligaments or a combination of these. A third 
disregards largely the normal ligaments and com- 
pels the uterus to assume new relationships with the 
object of forming bands to take the place of the 
matural ones. 

It is a fair statement of fact and not an assump- 
tion that each and every one of these will cure 
some cases, but to determine the relative efficiency 
of any of them we must try to find which one gives 
the largest percentage of cures, without ico serious 
sequelae of untoward casualties, in subsequent 
pregnancies, and without interference with normal 
functions of intestines and the urinary tract. 

In regard to those on the pelvic flood: if it were 
possible and practical to overcome the difficulty by 
this method Dr. Emmet would have found the way 
long before he closed the doors of his operating 
room on his life’s work and we would not now 
have the myriads of perineorrhaphies, etc., devised 
for this purpose. 

He even devised ‘his shelving operation, cer- 
tainly admirable in conception, and successfullv per- 
formed by him for a number of years, but it has 
been tried by others, and found wanting and so 
relegated, possibly due to the want of his skill in 
its performance. Since his time Tait, Freund, Hil- 
debrand, Martin and a host of others have devised 
methods along the same line, but so far as we know 
not any that may be generally accepted. So that 
cperations on the pelvic floor per se are not all that 
we desire. 

' Those performed by the shortening or looping of 
the ligaments deserve some analysis. In theory at 
least, they are ideal if we can accept the teaching 
that their function is to suspend the uterus in the 


pelvis. Surely they have no.other function. In re- 
gard to the one usually denominated Alexander- 
Adams (though the French claim the credit for its 
discovery to Alquié) so far from condemning it we 
are quite enthusiastic in its application to certain 
conditions, but these conditions are defined within 
rather close limitations. This operation has been 
in existence over 25 years, the first being per- 
formed December 14th, 1881, and while first rather 
coldly received generally it stands to-day honored 
with many advocates and if condemned or shelved 
there is a bare suggestion that it is due to the diffi- 
culties in finding the ligaments rather than to any 
faults with the operation itself. But if used for 
the purpose of restoring and holding a uterus within 
the pelvis even in conjunction with the plastic sur- 
gery of the pelvic floor it proves too often disap- 
pointing for the mechanical reasons of backward 
displacement and abdominal pressure. Similarly, 
the work done on the utero-sacral ligaments is very 
attractive, and in theory if such ligaments existed in 
any strength, would be very beautiful, for shorten- 
ing them would throw the uterus into the required 
anteversion and thus hold it in position; it is quite 
likely this may be accomplished more often than 
we are aware, at any rate we believe that the credit 
and advocacy of this belongs to Dr. Goffe of this 
city ; and if it were possible to always obtain utero- 
sacral and round ligaments of sufficient tone, by 
shortening or following each, we probably wouid 
not be required to spend sleepless nights in think- 
ing out new devices for prolapse; as it is, nature is 
not always so profusely generous as to give us this 
tone, and hence the frequent failures. However, 
for simple retro-displacement these operations are 
not to be discarded in suitably selected cases, they 
are not so provocative of evil after-effects and 
fairly certain in results. 

Next in order are the ventro-suspension or 
ventro-fixation operations. ‘These seem to have a 
gradual evolution rather than an inspiration. As 
abdominal surgery developed it seems a natural 
sequence that fixing the uterus to the wall of the 
abdomen should follow. In 1877 Koeberle stitched 
the pedicle of a tube and ovary to the wall and then 
followed Lawson Tait in 1880 with actual suturing 
of the fundus; since then it has certainly been pro- 
lific of good and bad, it would be hard to say which 
most. Its very simplicity is one reason for its pte- 
valent use, any tyro is able by its means to perform 
a successful laparotomy, and of course the moment 
he does he is placed among the rank as a full fledged 
gynecologist, he has won his spurs. It has been 
advocated and widely published by many men whose 
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reputation is certainly not mean, notably Howard 
Kelly, who at the present time has changed his 
views materially in regard to it. As an operation 
or even as an adjuvant in procidentia its results are 
negative, and as a means for rectifying a retrodis- 
placement it is severely criticised and often con- 
demned by men of widest experience, and it is a 
question whether as gynecologists we can afford to 
continue. its maintenance and teaching, because so 
many women find themselves on the operating table 
subsequently on account of evils due to it. 

Then, what can we say of hystevectomy? What 
is more natural if one sees something dangling be- 
tween the thighs that does not seem to belong there 
than to go to work and cut it off. But woe to her 
who has been the victim, and still has her rectocele 
any cystocele, for these it will not cure and she is 
indeed an invalid. Most emphatically it is to be 
eschewed. 

Lastly that known as Panhystercolpectomy with 
which the late Dr. Edebohls had much to do and 
which means the entire ablation of uterus, appen- 
dages and vagina, closing together the denuded 
parts and creating practically a male pelvis. This 
certainly cures the trouble, but for evident reasons 
it will be a long day before womankind or even 
mankind for that matter, will take to this thing 
kindly. 

This brings us to the final question, vaginal fixa- 
tion. Is it of any value or is it a trouble breeder 
and should it be condemned forthwith. It certainly 
can never become as popular as ventro-fixation, for 
there is too much to it and things are liable to hap- 
pen even during the operation. In order to have a 
clearer view of the advantage or disadvantage of 
any operation, we refer with apologies, for a mo- 
ment to the old theme of why does prolapse take 
place anyhow and why is it so difficult of cure; be- 
cause of the retroversion and of the cystocele; both 
are not only the accompaniments but the real factors 
in its causation ; without either no procidentia ; with 
either cured, no procidentia. In order to obtain it 
there must be retroversion and relaxation of the 
anterior vaginal wall and dropping of the bladder, 
in one word cystocele, and this is the bugbear of it 
all, for if there were not a bag of water acting as 
wedge between the anterior portion of the pelvis and 
the uterus, with the abdominal pressure at the back 
of this the problem would not be hard of solution. 
But here is the African in the fence; the relation- 
ship between bladder and uterus has got to be 
changed, but how? And who is foolhardy enough 
to dare anything so radical? 

However, an operation is of value, all things be- 


ing equal, in proportion to the percentage of cures, 
one giving 50 per cent. or less, is not equal to one 
giving 80 per cent. or more, and facility should 
hardly be considered as a factor. 

The separation of the bladder was begun by 
Mackenrodt, Diihrssen and Gottschalk. Mackenrodt 
and Gottschalk claim priority but Diihrssen evident- 
ly has had the wider experience and when on this 
continent two years ago he did not stint in time or 
labor to give instruction in the method. The opera- 
tion to-day is quite different from that practised in 
the earlier times when it was performed without 
opening the peritoneum, which clearly was hazard- 
ous. Martin suggested opening it. As it is now an 
inverted T-shaped incision is made in the anterior 
vaginal wall extending up to near the urethra. The 
vesicular ligament is severed and the process of 
peeling the bladder from the uterus and vagina be- 
gun, the lateral angles must be well freed. When 
the bladder is well out of the way as large an 
opening as possible is made into the peritoneum. 
Then there should always be a careful examination 
made of the pelvic organs, including the appendix, 
and if anything is found abnormal it should be 
taken care of. Following this the uterus is drawn 
forward under the bladder and stitched to the 
vaginal wall either with or without including the 
peritoneal flaps. The redundant portions of the 
vaginal flap must be trimmed off. An amputation 
of the cervix and a perinorrhaphy should accom- 
pany it. 

What are the characteristics of this operation? 
The patients have nothing like as much vesical dis- 
turbance as might be expected, convalescence is 
usually smooth and there should be practically no 
fatalities. We have seen no vesical fistula, but it is 
not unlikely to become prevalent as the operation 
is used, but this would not be fault of the operation. 

As to the complications in pregnancy following 
it, Diihrssen says they are not frequent if they occur 
at all. We know of but one case and her labor was 
smooth. 

As to percentage of cures Diihrssen reported as 
far back as 1892, 114 cases with 102 cures, this 
being 89.4 per cent. 

In connection with Lebanon and Post-Graduate 
Hospitals, between Dr. Waldo and myself there 
have been performed about seventy cases; of these 
Dr. Waldo did forty-six. I believe he has one 
failure; I have one; but mine was due rather to 
faulty technic and a bad case; the pregnancy spoken 
of has a recurrent retroversion but not a 
prolapse. This one Diihrssen himself did. There 


may be some failure that we have not been able to 
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trace, this is usually the case, but to my knowledge 
there are only three. Suppose there are five, that 
gives us a little over 90 per cent. Even at 85 per 
cent. there is no operation that will compare in 
results with vaginal fixation. 

185 East 71st STREET. 


THERAPY OF THE PROSTATE.* 
Cuartes S. Stern, A.B., M.D., 
HARTFORD, CONN. 


The diseased prostatic gland has become recog- 
nized in recent years not only as a pathalogic entity, 
but further as an important and essential factor to 
be considered in all subacute and obstinate lesions 
of the posterior urethra, and in all diseases local- 
ized in its immediate vicinity. 

Of the many remedies in vogue for the treat- 
ment of this organ I propose to discuss some of 
those which have proved of most value, and indi- 
cate different diseases in which they are particu- 
larly applicable. Much harm may be done and has 
been done to patients by using certain methods of 
treatment under conditions which should forbid 
their use. Yet the same treatments so condemned 
would prove of incalculable benefit in properly 
selected cases. 

For acutely inflamed conditions, internal medi- 
cation is called for, besides the ordinary antipyre- 
tics, hot sitz-baths, counter-irritation, etc., and those 
which seem markedly effectual for the prostate are 
Hexamethylamin, salol, Benzoic acid and Sodium 
Benzoate, Salicylate of Sodium, and the Bromides. 

Systemic disturbances, and the nervous and men- 
tal effects which so frequently are present, should 
be treated as they occur, and in accordance with 
the general principles governing such conditions. 

For nearly fifteen years massage of the prostate 
has been practiced; and perhaps no method of 
treatment has been more abused than this. As a 
general rule it is wrong to massage when the gland 
is inflamed; for, as in any other inflamed structure 
of the body where no infection is present, rest and 
quiet are requisite, and a minimum of interference. 
And yet there are some cases where expressing the 
contents will relieve the prostate of infectious sub- 
stances, and improvement will result. In such 
cases, however, only very light, digital manipula- 
tions should be used. Massage has abundantly 
proved a most reliable procedure in the following 
conditions : 


*Read at the Semi-Annual Meeting of the Hartford County 
Medical Association, October 27, 1908. 


In simple catarrh, where it stirs up a sluggish 
circulation, which carries off the irritating excess 
of natural secretions; in subacute non-infectious 
inflammation of the gland, when by stimulating the 
bloodvessels, a healthy activity is evoked; in vesi- 
culo-prostatitis, where, of course, the vesicles must 
be manipulated as well as the gland itself; in ure- 
thro-prostatitis, unless there is too great congestion 
in the prostatic urethra, when massage would be 
unwise, and generally in infectious inflammation, to 
dislodge the infection, but, if an abscess has-formed, 
great care should be exercised lest a rectal per- 
foration is produced. 

A word in passing as to the manner of perform- 
ing massage of the prostate may not be amiss. 

Anatomically the lower third to half of the pros- 
tate is composed of compound tubular glands, the 
rest being chiefly involuntary muscular tissue; sur- 
rounding the gland in great part is a plexus of 
veins, the plexus of Santorini. A little reflection 
will show how and why massage produces good 
results. When infection or clogging of the glands 
is present, light pressure must be made at the apex 
and lower third to open the lumina of the ducts, 
which discharge into the prostatic urethra by 
twenty to thirty orifices. Then firmer pressure 
may be made to empty the glands of their contents, 
taking one side at a time and moving the finger in 
an arc from side to side, then pressing while sliding 
it from behind forward in a few successive move- 
ments, each of slightly increased force. When con- 


. gested or inflammatory conditions of the entire 


gland obtain, pressure should be made over the 
whole prostatic area, the finger reaching the upper 
borders, and sweeping the surface of the lobe as 
just described, noting spots of softening, or nodules 
of induration for special attention, 

It must be remembered, however, that in the 
plexus of Santorini, the flow of blood tends back- 
ward to the internal iliac veins, and manipulations 
over the plexus are best confined to side to side 
motions. 

The vesicles are really another subject, but it 
may be stated that in massaging these structures 
the pressure must be gentle, steady, and directed 
from above downward. 

The application of the faradic and galvanic cur- 
rent has many advocates, and is useful in its stimu- 
lating effect on the muscular portion of the gland 
and in producing absorption of infiltrations. It 
tends to reduce thus an hypertrophy in its initial 
stage; but in its lasting results has not proved as 
valuable a procedure as formerly anticipated. 

More recently Bolton reported in the Lancet of 
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April 13, 1907, some successful results in reduc- 
tion of hypertrophy from the application of high- 
frequency currents, by means of a glass vacuum 
electrode in the rectum. And Mosckowicz treating 
the enlargement by +-rays noted positive diminu- 
tion in size with complete relief of urinary 
symptoms. 

In the same line may be mentioned the rectal 
vibrator, which in some neurasthenics may prove 
of some advantage; but it is not to be considered 
where pathological changes have taken place. 

Perhaps one of the most valuable methods after 
massage, because so available in every case, whether 
rich or poor, in city or country, is the application 
of hot or cold douches in the rectum. Nearly every 
case of irritable prostate, whether or not inflamma- 
tory in nature, will be benefited by such douches. 
Plain hot water may be used, or a weak saline solu- 
tion, and some medication may be added if desira- 
ble. By preference they should be used hot, and 
quite a considerable temperature will be found pos- 
sible. They should be continued from a quarter to 
a half hour at a time, and used twice daily in acute 
cases. Whenever enough fluid to fill the lower end 
cf the rectum surrounding the prostate has entered, 
this is allowed to escape while the stream continues 
to flow in gently and slowly. Some cases will be 
found to do better when cold douches are used, but 
they are infrequent. 

Various instruments for the automatic applica- 
tion of these douches are manufactured, of which 
Chetwood’s is the best example; but the principle is 
the same in all so far as the final effect is con- 
cerned. 

The rectal psychrophore for the application of 
cold to the prostatic region is valuable in hyperemic 
conditions, and in other subacute inflammatory proc- 
esses with irritative symptoms. A continuous flow 
keeps the instrument cold, while in position against 
the prostate; distension of the rectum with w ter 
being thus obviated. 

We now pass to a consideration of intra-urethral 
methods in prostatic therapy. 

And as allied to the last mentioned we have the 
urethral psychrophore. This, in certain cases of 
chronic and subacute inflammations, affecting par- 
ticularly the subjacent structures of the prostatic 
portion of the urethral canal, has given very satis- 
factory results. It also is used by allowing cold 
water to circulate through it while retained in posi- 
tion. But where there is a lesion of the deeper 
tissues it will be found inefficient. 

-The old-fashioned passing of a steel sound 
through the posterior urethra, still has a place in 


this category—but should never be inserted when 
any acute inflammation is present. For simple en- 
largement of the lobes, it will enable one to keep 
the canal clear from obstruction, when the middle 
is not the offending lobe; and even when consider- 
able hypertrophy has taken place, the passage of a 
full sized sound into the bladder every week or two 
will provide good drainage, through the natural 
channel; and by combining bladder irrigation at 
each séance, the danger of septic effects is pre- 
vented, and corrected when already present. 

In speaking of massage, I referred to a clogging 
of the glandular orifices in the prostatic sinuses. 
This occurs to a greater or less degree in a quite 
considerable number of old infectious cases. One 
of the best means of overcoming this, is Koll- 
man’s modified Oberlander dilator, which by dis- 
tending the prostatic urethra, mechanically opens 
up the sinuses. Massage is to be combined with 
this method for effective results, alternate séances 
being the rule. The Kollman dilator is helpful also 
in vascular disturbances in this vicinity; and in 
inflammatory cases of long standing its use is pro- 
phylactic to interstitial and even parenchymatous 
hypertrophy. 

Irrigations —The name of Ferdinand C. Valen- 
tine will always be eminent among the urologists 
of this country, and his pioneer and _ persistent 
championship of irrigation treatment in diseases of 
the lower urinary tract deserves the praise and 
unstinted gratitude of the entire nation, but most 
especially of those surgeons who have put his teach- 
ings to daily use. Properly performed irrigations 
can be replaced by no other therapy which will give 
as satisfactory improvements in these conditions. 
When the method is condemned, a certain infer- 
ence is that it is wrongly applied. 

In prostatic troubles it is to be used generally in 
connection with one of the various measures re- 
counted in this article. But even alone how can it 
fail of good effect, when 500 to 1000 c.c. of a medi- 
cated fluid flow in and out over the diseased pros- 
tatic urethra, distending and washing the numerous 
crypts and folds met with in this region, cleansing 
away old accumulations of mucus and inflammatory 
débris, and disinfecting and stimulating the sur- 
faces by the medication and heat of the solution 
employed. Of various drugs which have served in 
irrigations, those now most credited include per- 
manganate of potassium, oxycyanate of mercury, 
silver nitrate, the various albuminates of silver; 
while others as boric acid, bichloride of mercury, 
fermaldehyde, picric acid, sodium chloride, have 
their advocates. 
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Instillations—The well-known Keyes’ syringe 
has made the deep injection of silver solutions popu- 
lar for many years. What it lacks in accuracy is 
made up in simplicity and convenience. The Ulz- 
man is a good syringe for similar use, but the 
catheter-d-boule allows more accuracy of location, 
and especially when stronger solutions are required. 
Ulcerated and inflamed conditions are benefited by 
instillations, and stimulation given in catarrhal as 
well as in functional impairment. 

Depositions of ointments upon and about the 
verumontanum have accomplished results in many 
cases, when other means were found futile. Several 
instruments for this purpose are on the market, of 
which this of Young’s is a type, and is perhaps less 
complicated than some of the others. Ichthyol, car- 
bolic acid, iodoform, etc., according to the condi- 
tion and infection to be combated may be utilized. 

It is all very well to mention ulcers, congestions, 
_ inflammations, clogged ducts, etc., but how do we 
know they are there? In truth we don’t, unless we 
look; for the symptomatology generally speaking 
is so unique that diagnosis by inference usually 
obtains. But we can do better. 

In the modern urethroscope we have an instru- 
ment of precision, both for diagnosis and treatment. 
And it is the latter feature which calls for a few 
words. (I cannot here go into the technic of 
using the instrument, which I have already done in 
a former paper). An old chronic ulcer, minute in 
size may frequently be seen in the prostatic sinus, 
and whatever its origin, its continued presence 
causes a posterior urethritis and a prostatitis. In 
its natural situation it lies in a deep fold of mucous 
membrane and all ordinary applications fail to 
reach it; or if they do, the mildness of the solution 
necessarily injected into the general cavity of the 
urethra is insufficient to heal the ulcer. Now when 


the urethroscopic tube exposes the offending condi-. 


tion to the eye of the surgeon, he can use the very 
strongest means at his command, because, first, the 
extent of the application is limited to the exact 
spot affected. Second, neutralizing agents are at 
hand, and can be at once definitely applied to coun- 
teract, when sufficient action has occurred. For in- 
stance, while in ordinary instillations silver solutions 
of one or two, up to five per cent. are the strongest 
used; by the urethroscope, ten, twenty and even 
fifty per cent. may be applied if desired. Various 
other preparations as of icthyol, iodine, copper, 
boric acid, etc., sometimes as dry powder, are often 
indicated, pro re nata. And the actual cautery can 
be thus used to remove growths, and to affect 
granulations in this area, 


There remains but the cystoscope to complete our 
armamentarium. The cystoscope with a ureter 


‘catheter attached is introduced into the bladder; 


the eye notes a severe localized cystitis over the 
prostatic site, perhaps pyogenic débris, or bullous 
eruption; such conditions are not infrequent. The 
bladder is full of a mild or saline solution. The 
catheter is now directed to the point desired, and 
the syringe which is attached to its outer end, 
pushes the silver solution over the inflamed surface, 
drop by drop, while the surgeon watches its effect. 
How beautiful to note the blanching and contract- 
ing of the fiery swollen area! And what satisfac- 
tion, when after two or three such treatments a 
patient reports himself free from symptoms! 
75 Pratt STREET. 
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I shall not in this brief paper attempt to cover 
the entire subject of cystitis, nor to discuss com- 
pletely even any one phase of it, but rather in a 
few more or less rambling remarks emphasize 
what appears to me some of the more important 
points bearing on the practical handling of these 
cases. 

In the first place, let us get clearly in mind what 
cystitis really is. This might seem unnecessary, but 
I believe a great many cases are diagnosed as 
cystitis which are not cystitis at all, and this, too, by 
men who write considerably on the subject. I have 
in mind particularly the so-called cases of acute 
gonorrheal cystitis which are, I believe, in every 
case acute posterior urethritis when occurring in 
the male, acute urethritis when occurring in the 
female. 

Personally I doubt whether acute gonorrheal 
cystitis per se ever exists. In a fairly considerable 
experience with this class of cases I have yet to see 
my first case. It is a well known fact that gonococci 
do not thrive on a pavement epithelium such as is 
found on the most superficial layers of the transi- 
tional epithelium lining the bladder. When, how- 
ever, these are lost as a result of traumatism or the 
irritating effects of a decomposed urine brought 
about by the presence of other micro-organisms, 
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then the gonococcus might find a suitable soil for 
development. This would, of course, constitute a 
mixed infection and even these cases are relatively 
rare. 
There is another class of cases often erroneously 
called cystitis. I refer to those cases of chronic 
posterior urethritis, non-venereal, non-infectious in 
character, usually induced by sexual errors. These 
cases prevent the symptoms of frequency and 
urgency of urination which might suggest the diag- 
nosis of cystitis, but a more careful history will 
elicit a long train of other characteristic symptoms ; 
an examination will show a clear urine, endoscopy 
will reveal a thickened and congested mucous mem- 
brane in the posterior urethra with characteristic 
changes in the colliculus seminalis; cystoscopy will 
show a perfectly normal bladder mucous mem- 
brane, so that cystitis should be easily excluded. 
An analogous condition occurs in the female in 
the cases of acute, subacute and chronic trigonitis 
often induced by similar causes, occasionally by 
sudden cold or the irritating effects of extremely 
acid urine. While anatomically and physiologically 
the trigone in the female and the deep urethra in 
the male are really a part of the bladder, yet when 
discussing the various affections of these struc- 


tures, I believe it is better to consider them alto- 
gether separately. They are each susceptible to a 
similar type of pathological conditions often due 
to similar causes presenting a similar train of 
symptoms and usually amenable to practically the 


same course of treament. In the male, instillations 
of weak solutions of silver nitrate or thallin sulphate 
are recommended by Keyes, both of which have 
given good results, or better yet direct applications 
of the stronger silver salts 3ii-3i to the colliculus 
through the endoscope; in the female direct appli- 
cation to the trigone through a Kelly endoscope 
will always achieve very happy results and often a 
speedy cure. And right here I should like to say, 
incidentally, that I have had greater success in the 
treatment of trigonitis in the female by placing the 
patient in the exaggerated Trendelenburg posture 
than in the knee-chest position as recommended by 
Dr. Kelly. For the complete examination of the 
female bladder I prefer the Nitze cystoscope such 
as is used in the male subject, inasmuch as I have 
never been able to get a satisfactory view of the 
bladder above the trigone through the Kelly tube. 

And now, a brief consideration of what I would 
term true cystitis. The word cystitis implies an 
inflammation of the bladder mucous membrane 
with infection and the presence of pathogenic micro- 
organisms, and they are always present. Those 


most frequently found are the colon bacillus, the 
staphylococcus and streptococcus. They gain en- 
trance to the bladder by way of the urethra from 
without or less frequently from the prostate or 
seminal vesicles; by way of the ureters from the 
kidneys; through the lymphatics; by direct con- 
tinuity, as in acute or chronic pelvic abscesses, which 
open into the bladder; and poset through the 
blood current itself. 

For the purposes of this paper, I would divide 
cases of cystitis into two groups; those in which 
the etiological factor has ceased to exist, and which 
when seen reasonably early, are very amenable to 
treatment; and secondly, those cases in which the 
causative element continues to operate and which 
resist all forms of treatment other than the re- 
moval of the case. 

A very large number in the first group, I regret 
to say, may be traced to the doctor or nurse and 
the introduction of unsterile instruments. This can 
be prevented, of course, ir. most cases by care in 
sterilizing the instruments, the hands, and the parts, 
supplemented, as I believe it should be in every in- 
stance, by irrigation of the bladder with some 
mildly antiseptic solution such as boracic acid or 
oxycyanide of mercury, allowing a few ounces to 
remain in the bladder. Even with these precau- 
tions infection will occasionally creep in, for while 
we can thoroughly sterilize the hands, instruments 
and lubricant, we can never be quite sure of the 
skin and mucous membrane adjoining the meatus. 
Gentleness in the use of instruments is almost, if 
not quite, as important as asepsis. It is reasonable 
to believe that a few germs are carried into the 
bladder every time an instrument is introduced; 
they usually do no harm and are carried away with 
the next urination, unless as a result of rough in- 
strumentation there has been a wound of the mu- 
cous membrane with its resulting lowered resist- 
ance, when they may and often do find a suitable 
soil for development and cystitis results. 

There are quite a few cases which are induced 
by a combination of cold, voluntary retention of 
urine, constipation, and an impacted lower bowel. 
Here the organism, usually the colon bacillus, mi- 
grates directly through the lymphatics from the in- 
testine to the bladder. There are other cases which 
might properly be placed in this group, but these 
are the two principal types. Many of the cases in 
group one, will recover promptly on saline purga- 
tion, bland diet, rest and urinary antiseptics per os. 
In the cases of longer standing i* will be necessary 
to supplement bladder irrigeticns with silver nitrate 
solutions in strength varying from 1-10,000 to 
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1-1,000. It will be reasonable to look for a speedy 
cure from this plan of treatment unless the case has 
remained neglected so long that thickening and 
sacculation of the bladder wall has taken place, 
when it may be necessary to combine with the irri- 
gations, drainage through a perineal tube. 

In the second group there are four well marked 
types; in those cases in which there is an active 
cbstruction to the flow of urine from the bladder; 
notably tight stricture and prostratic enlargement. 
The treatment here, of course, is gradual dilation 
of the stricture and early prostatectomy. If done 
sufficiently early, a cure may be predicted with rea- 
sonable certainty ; if neglected until the bladder has 
become very much contracted, while infection may, 
perhaps, be removed, a symptomatic cure is ob- 
viously impossible. 

In those cases in which there is a passive obstrue- 
tion to the urinary flow, as in paralytic conditions, 
the prognosis is grave at the best, but much may be 
done to prevent its occurrence. When it does occur, 
bladder drainage will often be necessary. 

Where foreign bodies, tumors, etc., are found 
to be the cause of the cystitis they should be re- 

“moved. The cystitis due to calculus will usually 
recover upon the removal of the offender with the 
customary drainage, bearing in mind always that 
back of the calculus, as a cause of cystitis, there 
must have been some cause for the calculus which 
when possible should be removed at the same time. 
Benign growths are nearly always amenable to 
surgery. 

Malignant growths can sometimes be radically 
removed with good results, although, unfortunately, 
their location is often such as to preclude radical 
treatment and palliation is the best we can hope for. 

Tuberculosis is usually an instance of diagnosis 
too long delayed. It is rarely primary in the blad- 
der. When it does invade the bladder, as it usually 
does by direct continuity or through the lymphatics, 
the treatment is, in the main, constitutional, al- 
though I have seen one or two cases temporarily 
improve with bladder irrigations of mercuric 
chloride 1-10,000, and, in one case, some of the 
more distressing symptoms relieved by instillations 
of stronger solutions of the same remedy 1-250. 

Those cases which are caused by and perpetuated 
by an infection higher up in the urinary tract, 
would require much more time to discuss than the 
scope of this paper permits. Suffice it to say that 
in any given case of chronic cystitis where there is 
no obstruction to the flow of urine, where foreign 
bodies, tumors and tuberculosis can be excluded 
and the cystitis persists, an early catheterization of 


the ureters with an examination of the separated 
urines is imperative. In other words, the success- 
ful handling of chronic cystitis depends entirely 
upon a complete diagnosis and, where possible, the 
removal of the cause. 

In conclusion I would like to report in a very 
brief manner four cases illustrating respectively the 
four types which I have mentioned above. 


Case I.—C. L. S., male, 40 years old, clerk, came 
te the Brooklyn Hospital Dispensary June 2oth, 
1907. Gonorrhea in 1887, lasted eight weeks, 
thought he was cured. He was apparently well 
until three years ago. At that time he had what 
appears to have been an acute exacerbation with no 
apparent cause. Had trouble since, occasional 
urethral discharge, difficulty and frequency of urina- 
tion; gets up three times at night. Several months 
ago had sounds passed a few times. Is getting 
worse rapidly. 

Examination—Two glass test; both glasses 
cloudy and ammoniacal; first glass contains a few 
short thick shreds; examination of urethra shows 
hard infiltrate along pendulous portion, stricture in 
bulb admitting only filiform guide. Cystoscopy at 
this time was obviously impossible. 

Treatment.—Gradual dilatation beginning with 
small tunnel sound, bladder irrigation with silver 
nitrate through Gouley catheter at first, later 
through ordinary silk elastic catheter. There was 
slow but steady improvement. In February, 1908, 
there was a slight cloud in urine. Cystoscopy at 
this time showed a mild diffuse cystitis ; the ureters 
were catheterized and the separate urines were 
found normal, excluding pyelitis. Sounds and jrri- 
gations continued. September, 1908—Urine per- 
fectly clear, patient feels well, gets up once at 
night. This case presents no special features of 
interest other than to illustrate the type. The 
progress was slow, I believe, because of the exten- 
sive complicating urethritis. 


Case IT.—D. S., aged 33, male, married, sales- 
man, native U. S. Previous history negative. In 
October, 1907, while in country, he fell from a tree 
and sustained a fracture of the eleventh dorsal 
vertebra, followed immediately by complete 
paralysis of both lower extremities, bladder and 
rectum. He was placed in a plaster jacket by Dr. 
Hitzrot, of New York, and removed to the New 
York Hospital. He made a good recovery with 
relatively rapid return of power in the extremities. 
He returned to his home in Brooklyn in Decembet, 
able to walk fairly well but he was obliged to empty 
his bowel by enema and his bladder by catheter. On 
January 3rd, 1908, he had a chill with rise of tem- 
perature of 102°, the urine drawn by catheter was 
turbid and a culture taken from the sediment 
showed colon bacilli and staphylococcus aureus. 
He was placed on hexamethyltetramin and bladder 
irrigations with but slight improvement at first. 
There were exacerbations and remissions with a 
general tendency to grow worse, with a constant 
mild febrile movement, in spite of various forms 
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of internal medication and different bladder irri- 
gations. The last week in February he complained 
of slight pain in the right loin. The first two 
weeks in March he ran an evening temperature 
from 100° to 104°; he looked and was septic. 
Cystoscopy March Ist showed intense diffuse 
cystitis, bladder wall very dark and dull. The 
ureters were catheterized with the following result: 
Abundant pus from right kidney, moderate pus 
from left kidney. Diagnosis, cystitis and double 
pyelitis. Perineal section with drainage was per- 
formed at patient’s home on March 5th under 
nitrous oxide anesthesia. The temperature imme- 
diately came down to normal, where it remained; 
there was rapid improvement in all the symptoms, 
gain in strength, etc. Examination on May 13th, 
showed bladder urine very slightly turbid, bladder 
wall very much improved, urine from left kidney 
normal, from right kidney very slight trace of pus. 
One month later the urine was clear and the tube 
was removed. There was a partial return of 
bladder and rectal control. At present the patient 
is perfectly comfortable, he has a slight limp, his 
urine is clear, he is obliged to wear a urinal be- 
cause of an occasional dribbling, he does not have 
to use a catheter and he goes to business every day. 


This case is of interest not only to illustrate the 
type, but also for the prompt improvement in the 
pyelitis and the general systemic toxemia following 
simple perineal drainage. 


Case III.—A. B., aged 36, male, native U. S., 


single. Persistent pyuria for past six years, fre- 
quency of urination, especially at night; has had 
more or less treatment during all this time; for 
past year bladder washings carefully followed out 
by a very capable man, with only slight improve- 
ment. 

Examination.—Urine turbid, faintly acid; pus 
profuse; culture, colon bacillus; guinea pig inocu- 
lation, negative; cystoscopy. General diffuse 
cystitis, marked thickening and sacculation of the 
bladder wall. Ureters catheterized, urine from 
right side normal, from left side considerable pus 
and detritus, numerous bacteria. Radiograph shows 
large calculus in left kidney. Lumbar nephrotomy 
with drainage of kidney. After six months, there 
is marked general improvement, gain in weight, 
etc. There is a very slight turbidity of the urine 
which I confidently believe will clear up shortly 
with bladder washings. This case illustrates the 
importance of investigating the whole urinary tract 
when a given case of cystitis does not respond to 
the usual treatment. 


Case IV.—(By courtesy of Dr. John Kepke), J. 
H., aged 62, German, married, female. Difficult, 
painful and frequent urination, tenesmus, etc. 
Three days later, following strained effort at urina- 
tion there was a large quantity of blood passed per 
urethram with numerous clots. There was some 
improvement following rest in bed, etc. There was, 
however, persistent pain, difficulty, and frequency 
of urination. In April and in June, 1908, there 


was severe hemorrhage from the bladder. Since 
last hemorrhage the condition has been decidedly 
worse and progressive. Admitted to Lutheran 
Hospital, September 1, 1908. Examination under 
ether same day. Urine turbid, ammoniacal, alka- 
line, specific gravity 1020, epithelial and pus cells, 
débris and triple phosphates profuse. Cystoscopy 
shows a general diffuse cystitis, a slightly movable 
mass about the size of an English walnut in neigh- 
borhood of right ureter. Suprapubic cystotomy by 
Dr. Kepke immediately following examination 
showed a pedunculated growth with a sloughing 
crest at the site before mentioned. This was cut 
away after applying a curved Keith clamp to the 
base of the pedicle. The clamp was left in situ for 
forty-eight hours. Examination of the specimen 
by Dr. Dexter revealed benign papilloma. The 
patient made a-good recovery and at last report 
was perfectly comfortable and the urine practi- 
cally clear. While there are no evidences of ma- 
lignancy, yet simple benign papilloma have a ten- 
dency to recur and take on a malignant character 
with the recurrence, so that the ultimate prognosis 
of this case must be guarded. 


442 GREENE AVENUE, 


TREATMENT OF DisEASED CONDITIONS OF THE 
Lower BoweEt. 

When sigmoidoscopic examination reveals local- 
ized areas of acute hyperemia, erosions, superficial 
ulcers or inflammation about the mucous follicles, 
these lesions, though improved by local treatment, 

. are most quickly cured by direct applications 
of such stimulating agents as nitrate of silver, 2 to 
10% ; ichthyol, 15%, in glycerin; and balsam of 
Peru, 15%, in castor oil.—-J. CHITTENDEN HItt in 
The Vermont Medical Monthly. 


CaRCINOMA OF THE BREAsT. 

We must remember that by far the greatest 
number of breast tumors are malignant ; that grow- 
ing tumors after 30, and especially between the ages 
of 40 and 50, should be looked upon with suspicion ; 
that pain is not a very early sign of carcinoma; that 
when a preexisting tumor of long standing takes on 
a sudden exacerbation of growth it is strongly sus- 
picious of carcinomatous degeneration; that im- 
mobility of the tumor with ill-defined borders, fa- 
vors the diagnosis of malignancy; that, though re- 
traction of the nipple may occur in chronic atrophic 
mastitis, when such retraction is met, it is strong 
presumptive evidence of malignancy. On the other 
hand, the absence of a retracted nipple does not con- 
traindicate the existence of malignancy, as in such 
cases the tumor will be found at a distance from the. 
nipple—ApoLtPH BoNnNER in The Post-Graduate. 
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The patient, a female, married, aged thirty-two, 
presented herself to me in the early part of March, 
1903, to be relieved from wearing a tracheotomy 
tube which had been inserted some five months pre- 
viously on account of urgent laryngeal dyspnea. 
She gave the following history as bearing on the 
case, dating from the above time: : 

Family history—negative, habits good. Previous 
history — measles, mumps and scarlatina in early 
childhood ; diphtheria when eight years old; it was 
rather a severe case and there is said to have been 
some trouble with throat at the time; exact nature 
not known; typhoid fever five years ago, which was 
complicated by erysipelas (facial) ; no rheumatism, 
no renal, cardiac or pulmonary symptoms. The 
patient is said to have always had more or less trou- 
ble with her throat during childhood. At eight 
years of age (not associated with her diphtheria, 
she thinks) she had a great deal of difficulty in 
breathing, and some applications were made to her 
throat which gave relief. Otherwise well till pres- 
ent; had one miscarriage. 

Present illness—Began about October Ist last, 
five months ago, as a result of a severe cold, when 
she had spasmodic attacks of dyspnea and cough 
with hoarseness, usually coming on at night and 
lasting variable periods, but usually some hours. 
These increased in severity until finally she went to 
Roosevelt Hospital, where tracheotomy was per- 
formed. On October 15th, 1902, (two weeks after 
onset of symptoms), two attempts were made to 
remove tube, but it had to be reinserted after three 
hours and one-half hour respectively. After five 
weeks she went home with the tracheotomy tube in 
place and has worn it constantly till the present time, 
March 1, 1903, from which date the following his- 
tory begins. 

She was very desirous of dispensing with the 
tracheotomy tube, as its constant irritation, causing 
incessant coughing and excessive secretion, had 
caused rapid loss of flesh and had reduced her gen- 
eral physical condition to a very low ebb. Examina- 
tion of her pharynx at this time revealed quite a 
decided loss of tissue from old ulceration on the 
right free border of the soft palate extending up 
toward the uvula. This was a very important point, 
bearing on the cause of her laryngeal stenosis, as the 
ulceration was strongly suspicious of being of spe- 


* Read before the 30th Annual Mecting of the American Laryngo- 
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cific origin, but careful questioning could not elicit 
any direct specific history. She was placed; how- 
ever, on anti-specific treatment at once, hoping it 
might have an effect upon the laryngeal condition, 
but she did not bear the iodides well and the treat- 
ment was discontinued for a while, but was resumed 
at various times during the subsequent progress of 
the case, to be discontinued for the same reason. It 
is difficult to say just how much the iodide of potas- 
sium aided in any improvement of her laryngeal 
condition. 

Examination of her larynx showed it to be practi- 
cally entirely closed, all the normal landmarks were 
obliterated ; the superior portion, including the ary- 
tenoids, being incorporated in a more or less uni- 
form bilateral swelling of a somewhat dense charac- 
ter, leaving a mere slit im the center, through which 
a fine probe could be passed so as to touch the metal 
tracheotomy tube below; there was no apparent loss 
of tissue and practically no motion ot the parts. 
There was a small goitre present, but not sufficient 
to produce any external pressure. 

On March 28th, 1903, under chloroform anesthe- 
sia, with the assistance of Dr. John Rogers, of New 
York, I passed a medium-sized adult hard rubber 
intubation tube, using considerable force, until the 
tracheotomy tube was reached, then the tracheotomy 
tube was withdrawn and the intubation tube con- 
tinued below the tracheotomy opening. Before in- 
tubating, dilatation from below upward was made 
into the larynx with steel sounds through the tra- 
cheal opening. 

The intubation tube was retained with compara- 
tive comfort for four weeks, when it was expelled 
and had to be replaced at the end of seven hours 
owing to rapidly increasing suffocation. The tube 
was retained this time till May, 1903, when it was 
coughed out, to be replaced May 24th (one week) 
on account of severe dyspnea. 

June 21st, 1903. Tube was expelled and patient 
breathed well until June 24th, when it was necessary 
to replace it again owing to severe attack of difficult 
breathing. During this interval an opportunity was 
afforded for examination of the larynx. 

There was some motion of arytenoids, especially 
of the left. The intercordial space was very narrow, 
the vocal cords, or what appeared to be vocal cords, 
were irregular in shape with a flabby, fleshy appear- 
ance; there was po motion whatever either in phona- 
tion or respiration ; the right cord was more irregu- 
lar in outline than the left, as if more pressure had 
been exerted on it; the color of larynx generally 
was very red. At the anterior commissure or just 
below it on the tracheal wall there was a small whit- 
ish slough which was forced up in the larynx on 
expiration, giving a sensation to the patient as if 
something were loose or flapping and causing her 
considerable annoyance in coughing and breathing. 
Various examinations showed but little change in 
the appearance of the larynx, except that the inter- 
cordial space seemed to become a little wider. It 
was very evident that the intubation tube had ex- 
erted considerable pressure absorption. 

The patient was very apprehensive and nervous 
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about being without the tube, which I think might 
have been a factor in bringing on the suffocative 
attacks at this time. 

The tracheal fistula had been kept open since the 
beginning, but it was now decided to close it, which 
was done under chloroform on July Ist, 1903, by 
Dr. Forbes Hawkes at the Presbyterian Hospital, 
the edges being excised and brought together by 
sutures ; this is the first instance of which I know of 
a patient going under a general anesthetic, breathing 
entirely through an intubation tube; the operation 
was performed apparently as well as if she had been 
breathing through a normal larynx. 

The operation resulted in a permanent closure of 
the tracheal wound. ; 

The intubation tube was worn from June 24th, 
1903, till May 23rd, 1905, when it was coughed out, 
but was replaced in a few hours, as the patient did 
not wish to take any chances in being without it. 
During this long period the patient was perfectly 
comfortable as far as her breathing was concerned, 
and did her ordinary work, and traveled consider- 
able distances throughout the country. Occasionally 
during attacks of coughing the tube would become 
partially expelled, but she had learned the art of 
pushing the tube back in place with her finger and 
exerting pressure, until the attacks would cease. She 
could eat and drink with comparative comfort and 
her general condition became much improved, it 
being in marked contrast to the period in which she 
was wearing the tracheotomy tube. She often ex- 
pressed herself that it would have been impossible 
for her to have lived under the severe physical strain 
of the tracheal cannula. She was often asked to. 
have the intubation tube removed, but refused, stat- 
ing that she was perfectly satisfied with her condi- 
tion. However, on April 23rd, 1907, as the tube was 
becoming somewhat foul from secretion, and be- 
coming convinced of the necessity of trying to do 
without it, she consented to its removal, which was 
done, and up to the present time, May, 1908, there 
has been no occasion for its reintroduction. 

The condition of the tube was as follows: Some 
odor, owing to adherent secretion on its superior 
exposed portion, some small areas of very superficial 
erosions on external surface, principally on the pos- 
terior surface just above the swell, indicating the 
points of greatest pressure. Internally the tube was 
coated with fine calcareous deposits evenly dissemi- 
nated over its entire surface. 

Immediate examination of the larynx showed a 
pretty fair glottic space, larger than at the time of 
last removal. The mucous membrane was very red 
in color, but no ulcerations ; the motion of the larynx 
was good, excepting the left side which did not 
move as well as the right, the immobility seeming to 
be limited to dense tissue about the left arytenoid ; 
both cordal areas seemed to move well, there was 
considerable general superficial swelling of the mu- 
cous membrane, breathing good, voice aphonic. The 
patient was somewhat apprehensive as to her ability 
to breathe without the tube ; this wore away as soon 
as she regained her confidence,. The breathing has 
continued to improve and is normal in character. 


She has also gained decidedly in flesh and strength, 
and considers herself as well as ever. Her voice, 
though not normal, is variable as to strength and 
quality; at times being excellent, but becoming 
hoarse when taking cold, and in damp weather. 
Examination of larynx at the present time, May, 
1908, one year and over since the final removal of 
the tube, shows the following: 

Color, normal, with tendency to paleness. 

Motion, somewhat restricted, due mostly to indu- 
ration about the left crico-arytenoid region, the right 
side moving with much less restriction. 

Right vocal cord is fairly normal in contour, color 
and motion. 

Left vocai cord seems to have been more or less 
absorbed. 

Right arytenoid, slightly enlarged, movable. 

Left arytenoid, considerably indurated ; the glottic 
space, though irregular in shape, is most ample in 
size for breathing purposes and bids fair to remain 
so unless encroached upon by future inflammations. 

The anterior wall of the trachea is quite red in 
color and shows signs of irregularity in contour at 
the seat of the original tracheotomy wound. 

The goitre seems to have diminished in size during 
the year. 

The dimensions of the intubation tube used were: 


Length, from the highest point of the head, 


3 inches. 
Anterior posterior diameter of head.. 34 inch. 
Transverse diameter of head........ am “ 
Anterior posterior diameter of lumen. 4% “ 
Transverse diameter of lumen...... 5/16 “ 
Outer circumference at neck........ Im “ 


Outer circumference at median swell 16/8 “ 

Outer circumference at lower ex- 

The exact time of the intubating period from the 
date of the first introduction was four years and 
twenty-five days, and with the exception of a few 
days the tube remained in continuously. 

The object in presenting this history, other than 
to record a successful outcome in a case which at 
first seemed to indicate the wearing of a tracheal 
cannula or an intubation tube for the remainder of 
the patient’s life, is to emphasize the following 
points : 

I. The tolerance of the larynx to long continued 
pressure. 

2. The superiority of continuous pressure in 
causing absorption over the older methods of the 
temporary introduction of dilating instruments. 

3. The comparative comfort with which an in- 
tubation tube may be indefinitely worn. 

4. The improved general condition of the patient 
while wearing the intubation tube in contrast to the 
debilitating influence and local annoyance of the 
tracheotomy cannula. 


5. The superiority of the hard rubber over the 
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BrRoTHERS—REMOVAL OF GALL STONES. 


April, 1909.” 


metal tube in forming less amount of calcareous 
deposit, thus lessening the danger of ulceration and 
formation of exuberant granulation tissue. 

952 Lexincton AVENUE. 


REPORT OF A CASE FROM WHICH 205 
GALL STONES WERE REMOVED SIM- 
ULTANEOUSLY WITH OPERA- 
TIONS ON CERVIX UTERI AND 
UTERINE ADNEXA.* 


A. BrotHers, MD., 
NEW YORK CITY. 


The barriers between the work of the general 
surgeon and the gynecologist are broken down and 
invaded by the one or the other, as certain cases 
require. A sharp line of differentiation of abdomi- 
nal surgery between the fields of the general sur- 
geon and the gynecologist no longer exists. The 
gynecologist of to-day who is unable to cope with 
conditions involving the appendix, intestine, gall- 
bladder and kidney has not reached that stage of 
development which justifies him to.rank with his 
colleagues in this department. On the other hand, 
the general surgeon who is unable to handle condi- 
tions in the female pelvis, with or without asso- 
ciated conditions in the abdominal viscera, would 
do his patient much better service by leaving the 
work of pelvic surgery to those who have fitted 
themselves especially for this field of work. 

The gynecologist to-day is no longer the man 
whose field is limited to work in the vulva, vagina 
or cervix uteri. His observations within the peri- 
toneal cavity, at first involving the fundus uteri, 
tubes and ovaries, has spread from the bladder and 
rectum and its immediate neighborhood to tHe small 
intestine, appendix and more distant viscera, and he 
who undertakes to open the abdomen must be pre- 
pared to cope with whatever complications may 
arise in any individual case. Otherwise, he must 
not feel disappointed if he is placed below the first 
rank of his compeers. Indeed, many of our most 
advanced gynecologists, men of the type of Howard 
Kelly and Edebohls, have long since felt that gyne- 
cology per se no longer existed, but really covered 
the whole field of general surgery. It must, how- 
ever, be conceded that those men who are willing to 
devote their lives to the study of diseases peculiar 
te women must and will be regarded, at least for 
quite some time to come, as specialists in this par- 
ticular field. But as specialists these men must be 


* Read before the New York Obstetrical Society, January, 1909. 


prepared to go beyond the field of uterus and 
Ovaries just as our predecessors were obliged to 
widen their field of work beyond the vagina and 
cervix uteri, 

The subject of exploration of the abdominal vis- 
cera beyond the pelvic structures at the time of 
laparotomy, has been gone into by writers like 
Van der Veer, Howard Kelly and others, so that 
many operators, as a routine procedure when open- 
ing the abdomen for uterine or adnexal disease, 
make it a rule to explore the appendix, gall-bladder 
and kidney regions. In my own work I have fre- 
quently made this exploration through the abdomi- 
nal wound and every now and then I have found it 
desirable through the same incision, or through a 
second incision, to proceed with an operation appar- 
ently foreign to that for which the operation was 
undertaken. Thus, on certain occasions I have 
opened the abdomen for a diseased appendix, and, 
turning the patient on her side, have made the usual - 
lumbar incision for a prolapsed kidney or vice versa. 
On one occasion, in a case seen with Dr. Flynn, of 
Jamaica, and also examined by the late Dr. Fowler, 
of Brooklyn, I made a diagnosis of hepatic colic in 
the case of a woman in whom the diagnosis of 
ectopic pregnancy was later made by Dr. Fowler. 
At the time of operation the diagnosis of ectopic 
gestation was confirmed and the diseased tube re- 
moved. In view of my diagnosis of disease in the 
gall-bladder, this organ was now explored and 
surely enough gall stones of large size were discov- 
ered. A second operation accordingly was done 
simultaneously for the removal of the gall stones, 
the patient eventually making a good recovery. The 
history of the present case is as follows: 

Mrs. V. C., aged 33 years, mother of six children, 
last born six years ago; has had ten miscarriages 
or perhaps more. Tlie last two miscarriages re- 
spectively at five and two months. The miscar- 
riages caused great distress and dangerous hemor- 
thages, so that I repaired her lacerated cervix by 
the Emmet method in order to prevent the repeated 
miscarriages. After this operation, done seven 
years ago, she had her last living child, who is now 
six years old. Apparently the cervix was again 
torn open at the time of delivery and since then she 
has had a half dozen more miscarriages at each of 
which she nearly died from the large quantity of 
blood lost. During the last few years she has had se- 
vere attacks of pain in the abdomen which have been 
diagnosticated as gall stone colic and for which she 
has required on numerous occasions hypodermatic 
injections of morphine. Although advised to have 
the stones treated by medication unti] they melted 
away, she feels that her sufferings are too severe 
and frequent to submit to any further treatment 
along this line, and is desirous nf being relieved of 
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both conditions, viz., of the repeated abortions and 
of the gall stones. I promised her not only to 
repair the diseased and lacerated cervix, but at the 
same time to do an operation which would render 
her permanently sterile. As she insisted upon the 
gall stone operation being done at the same time I 
promised her to do this too if possible. 

At the Post-Graduate Hospital, on June 16th, 
1908, patient was placed in the usual lithotomy posi- 
tion and curettage with a Schroeder amputation of 
the cervix performed. Patient’s position was now 
changed and the usual median laparotomy incision 
was made and the peritoneal cavity opened. 


The left Fallopian tube appeared with a cyst of 
Morgagni at its fimbriated end, and the little 
tumor was removed. The tube itself appeared nor- 
mal but, for the purpose of inducing sterility, I 
decided to exsect one inch of it. The left ovary 
presented numerous small micro-cysts which were 
punctured with a needle. The broad ligament pre- 
sented a varicose appearance. The uterus seemed 
to be soft and swollen. On the right side the tube 
and ovary presented the appearance of chronic sal- 
pingo-dophoritis, and hence a right salpingo-dopho- 
rectomy was done. Passing the hand into the peri- 
toneal cavity, the gall-bladder was explored and 
found to be distended with gall stones. After the 
method of Kelly, a second incision was made directly 
over the hand held in the abdomen as a guide, down 
to the gall-bladder. The lower abdominal incision 
was now closed in the usual manner. Placing a 
sand bag under the back, the ga!l-bladder was made 
to approach the abdominal wound, was aspirated 
and opened, and seized in forceps ; two hundred and 
fifty hard, faceted gall stones were removed. A 
drainage tube was introduced and fastened with a 
purse string suture to the abdominal wall after the 
technic recommended by the Mayos; the hepatic, 
cystic and common bile ducts had all been carefully 
explored, previous to opening the gall-bladder, and 
found to be free from impaction. Patient was now 
put to bed and, with the intervention of a glass tube 
and rubber tube passing to a bottle beneath the pa- 
tient’s bed, fhe gall-bladder was subjected to perma- 
nent drainage. 

On the day following the operation temperature 
and pulse were normal, there seemed to be no dis- 
tention, although patient was vomiting. On the 
next day, patient passed flatus several times. She 
was now ordered sulphate of magnesia, in addition 
to the eserin and calomel which she had been get- 
ting, and her stomach was washed out because of 
constant vomiting. The vaginal packing was also 
removed. On'the 24th of June several wormgut 
stitches were removed which attached the gall-blad- 
der to the abdominal wall. Owing to a sudden 
dropping of the bed from the Fowler position in 
which the patient had been since the time of the 
operation, a little bloody oozing appeared at the 
wound, evidently of traumatic character. This 
gradually subsided in the course of a few days. On 
the 29th of June, patient was out of bed for a day 
and the tube had been removed several days previ- 


ously. At the end of two weeks patient was dis- 
charged cured. 

October 20th patient had no more attacks since 
the operation, having had no disturbance with her 
pelvic organs and presenting a perfect picture of 
health and happiness. 


112 East S1xty-First STREET. 


THROMBOSIS OF THE POPLITEAL AND 
ANTERIOR AND POSTERIOR TIBIAL 
ARTERIES COMPLICATING AN 
APPENDICEAL ABSCESS. 


Jas. L. Campsetr, M.D., 


Professor Surgical Anatomy and Clinical Surgery, Atlanta 
School of Medicine; Surgeon to Wesley Memorial 
Hospital and Tabernacle Infirmary, 


ATLANTA, GA, 


I have been unable to find the report of any other 
case of thrombosis of an artery of the extremities 
complicating appendicitis. It is not infrequently 
the case that septic emboli are carried to the vis-. 
cera or we may have endocarditis as one of the 
complications. 

From information secured through the Surgeon- 

General’s office, I can find only two cases of popli- 
teal thrombosis reported in either English or 
American journals: one an alcoholic case by Dr. 
Phelps, New York Medical Journal, 1896; the other 
by Mr. McLauren, Glasgow Medical Journal, 1901. 
I was not able to secure this journal, so do not 
know the details of the case. 
_ That we should have such a complication without 
evidence of heart or lung is, I feel sure, of sufficient 
interest to justify me in giving you a detailed report 
of the case which presented: several other points of 
interest. 


Mrs. A. W., aged 26, married six years. Father 
living, in good health. Mother died eighteen years 
ago from cancer of the uterus. One brother and 
four sisters are all living and in good health. 

History Previous to Present Illness.—Had usual 
diseases of childhood; was never strong, but had 
weighed as much as 125 pounds. For the last few 
years had not weighed over 100 pounds. When ~ 
19 she began to have asthma during the winter 
months; her menstruation had been irregular; had 
never been pregnant. About three years ago, she 
began to have attacks of pain in epigastric and left 
hypochondriac region. Two years ago, she had 
pain and tenderness in right iliac region, which 
was almost constantly present. 

In May last, she consulted Dr. J. C. Johnson, 
who has kindly given me the record of his exami- 
nation and treatment. Patient complained of 


bronchial irritation, soreness and burning sensa- 
tion in left side just above the costal margin, palpi- 
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tation of heart, slight nasuea at times, bowels Large Lymphocytes ............. II 
moved one to three times daily, appetite good, slept Small Lymphocytes ............. 13 


Physical Examination.—Heart and liver normal, 
lungs normal, except slight pleuritic rub on left 
side. Slight ptosis of the right kidney. Urine 
normal. Stomach markedly atonic, greater curva- 
ture extending two inches below umbilicus and two 
inches to right of median line. On testing, two 
ounces gastric juice mixed with bile was obtained. 
Ewald’s test meal, 6 ounces, free acid 57, total acid- 
ity 76, trace of mucous. 

She did not take treatment regularly, but im- 
proved. 

Present Iilness—Menstruation was two days 
overdue. She was taken suddenly with violent 
pain in the lower abdomen. She was given two 
hypodermics of morphine during the night and a 
cathartic was also given, but there was no relief. 


Fig. 1. 

I saw her the next morning with the attending 
physician. Her pulse was 100-120, temperature 
102°, respiration labored, face drawn. She was 
very nervous. 
tended; the muscles rigid, especially on right side, 
where the tenderness was most marked. The ten- 
derness also extended upward and backward to the 
costal margin. Her bowels had not moved since 
the beginning of the attack. 

An operation was advised, but she refused not 
only the operation but would not consent to be 
moved to the hospital. 

Forty-eight hours after the beginning of the 
attack she consented to come to the Tabernacle In- 
firmary. The abdomen was in very much the same 
.condition as when first seen; the bowels had moved 
slightly. The family were still anxious that the 
treatment should be medical only. She continued 
to have pain at intervals for thirty or thirty-six 
hours, when the pulse went up to 132 and the 
temperature down to normal. 

The urine had all along been scanty and turbid, 
showed a small amount of albumen in a filtered 
specimen, no sugar, no casts, a large number of 
disintegrated epitheleal cells. 

Blood examination showed : 

Hemogoblin 
26.200 
Polymorphonuclear Leucocytes....72% 


Showing Condition of the Leg with Lines of Demarcation. 


Her abdomen was slightly dis-” 


As she was growing steadily worse, she decided 
to allow us to operate. 

Under the anesthetic, we were able to map out a 
mass extending from McBurney’s point upward 
and backward to the costal margin and a little in- 
terval to the outer margin of the right rectus 
muscle. An incision was made over the center of 
this mass; the intestines were adhered to the ab- 
dominal wall. I pushed my finger outward over the 
colon into the abscess cavity. It contained about a 
teacup full of dark, foul-smelling, thin pus. A 
counter opening was made at the lowest point of 
the cavity and a cigarette drain placed in both 
openings. 

For thirty hours after the operation she seemed 
to improve, except that there was no peristalsis, and 
the abdominal distension was not relieved. About 
5 o'clock the following afternoon she developed 
symptoms of severe shock. The pulse was imper- 
ceptible and the heart was heard with some diffi- 
culty ; the breathing was less interfered with, though 
“there was some trouble. The face was red and 
finger nails normal in color. This lasted for nearly 
twelve hours. 

The following day she vomited large quantities 
of dark green and brown fluid. Late in the evening 
it became offensive, closely resembling fecal. mat- 
ter. As enemas failed to secure any bowel move- 
ment, it was decided to make an opening in the 
colon where it was exposed. The vomiting stopped 
at once and two or three hours later, a good move- 
ment was obtained through this opening. She was 
improving rapidly, when on the sixth day after the 
operation the left leg below the knee became 
slightly numb. This was followed by a tingling 
sensation which lasted about two hours, then it 
nearly disappeared. The following night, she had 
severe pain in the lower part of the popliteal space 
and down the leg. 

The following morning the lower third of the 
leg and foot was cold and pale. There was com- 
plete loss of sensation; the tendon Achilles was 
rigid and drawn, the upper two-thirds of the leg 
was livid anteriorly and purple posteriorly. There 
were two distinct lines of demarcation—one at the 
juncture of the lower and middle thirds and one 
at the tubercle of the tibia. The leg between these 
felt spongy and, particularly where it was purple 
in color, the epidermis was slipping off. Twenty- 
fcur hours later, the lower third was swollen and 
purple, the lines of demarcation remaining distinct. 
There was no change of the upper two-thirds. 
Efforts were made to re-establish the circulation 
but without result. 

Three days after the leg was attacked the right 
ear became pale and the whole side tingled. This 
passed off in about an hour and was not com- 
plained of again. 

The abdominal symptoms were improving, but 
she was getting septic from the leg and as there 
was no hope of recovery without an operation, we 
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amputed the leg about four inches above the 
knee. The tissues were in fairly good condition, 
the artery and vein empty. There was very little 
bleeding. She reacted slightly, but became uncon- 
scious and died about ten hours later—seventeen 
days after the beginning of the attack—thirteen 
days after the first operation. 

Pathological Condition of Leg—When ampu- 
tated, it showed three distinct areas of discolora- 
tion; the lower third was purple; the upper two- 
thirds was livid in front and purple behind. The 
upper line of demarcation was not quite as distinct 
as the lower. The epidermis was slipping off in 
several places. On section the tissues had the ap- 
pearance of half boiled beef and were filled with a 
bloody colored fluid. The veins were empty. The 


POSTERIOR. 
TIBIAL ARTERY 


Fig. 2. Showing Lecation of Thrombus. 


artery was hard and filled with a brownish clot 
from which a smear—an agar was made. The 
clot extended downward from the lower part of the 
popliteal artery as far as the arteries were exposed, 
— not only the main trunks but the branches as 
well. 

Dr. Thrash found a pure culture of the pneu- 
mococcus in the smear made from the clot. 

I wish to call your attention briefly to several 
points in this case: 

Ist. The improvement for thirty hours after the 
operation. 

2nd. The delayed shock—red color of face and 
nails during the shock. 

3rd. Vomiting which was relieved by opening 
the colon. 

4th. Four days steady improvement. 

5th. Six days after the abscess was opened the 
eft leg was attacked. (a) Numbness followed by 
tingling. (b) Fifteen hours later severe pain, the 
limb becoming pale and livid with complete loss of 


* Read before th 


function and sensation below the tubercle of the 
tibia. 

6th. The areas of discoloration and lines of de- 
marcation with (a) change of color in the foot and 
lower third of the leg (b) while the upper third 
remained the same through the whole attack. 

7th. The artery filled with the clot in which the 
pneumococcus was found while there had been no 
heart or lung symptoms. 

8th. The empty veins. 


834 CANDLER BUILDING. 


REPORT OF AN ACCIDENT TO AN INFANT 
SEVENTEEN MONTHS OLD, WITH EX- 
TENSIVE INJURY TO THE ABDOMI- 
NAL WALL AND EVISCERATION 
OF ALL OF THE SMALL IN- 
TESTINES; RECOVERY.* 


Rurus B. Hatt, M.D. 
CINCINNATI, OHIO. 


The subject of this report, John D., infant, aged 
sixteen months and three weeks, is the only child 
of working people, living in a three-room flat. 

On Saturday, September 12, 1908, the mother had 
devoted the day in canning pears. She had about 
completed her task at half past five in the evening. 
The baby, which could walk, had been permitted 
to eat freely of the ripe fruit, and he had availed 
himself of the opportunity. He also had the 
freedom of the room, distributing the peelings pro- 
miscuously over the floor in his effort to amuse 
himself. He was a well developed, vigorous child. 
At the hour mentioned he had become peevish and 
tired, and the mother had decided to give him his 
evening bath. Stripping the child on her lap, she 


gave him a warm bath, using plenty of soap in doing 


so. To facilitate the rinsing off of the soap, she 
stood the child on the drain-board of the kitchen 
sink and turned water over him. After the mother 
had rinsed the soap off, she told the child to stand 
still until she went across the room for a towel. As 
soon as she left him he fell or jumped off from the 
sink, which was about two feet and a half high. In 
falling he struck the right side of his abdomen on 
the top of an empty half gallon glass, Mason fruit 
jar. The impact broke the jar, telescoping it, leav- 
ing four sharp prongs remaining on the bottom of 
the can. These sharp points did great damage to 
the little patient. The child gave one scream and 


‘fainted from the injury. When the mother picked 


e Southern Surgical and Gynecological Associa- 
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him up, the intestines were protruding from the 
wound. She carried him into the front room, call- 
ing for help. She was quickly joined by some of 
her neighbors, and as the intestines were protruding 
greatly from the wound, and the child bleeding 
freely, they advised the mother to lay him on the 
bed, which she did, and over the protruding intes- 
tines they laid a towel, and immediately called their 
family physician. He arrived on the scene in a few 
minutes. He at once recognized the gravity of the 
injury, and over the towel there were applied more 
towels wrung out of warm water. He then sent 
for me. 

I arrived at the home about thirty minutes after 
the accident. The child was semi-conscious, pulse- 
less, with cold extremities, rapid and superficial 
breathing. It was bleeding from the large wound 
in the abdomen. I at once placed a couple of hemo- 
static forceps at the inner angle of the wound, which 
controlled the bleeding. The child had lost much 
blood. Having been told something of the nature 
of the accident, I had taken with me an emergency 
grip and the head nurse of my hospital. We at once 
made an operating room of the kitchen, using the 
kitchen table for the operating table, and under the 
one small gas jet which was all the room offered, 
we hurriedly prepared for our work. Within ten 
minutes after we entered the house the child was 
on the table. There was an abundance of hot water 
on the stove. All of the small intestines, the pyloric 
end of the stomach, and about four inches of the 
ascending colon were outside of the abdomen. There 
were sticking to the coils of bowel and omentum 
several pieces of peelings of the pears, and one 
piece of tomato peeling, probably picked up from 
the floor. . 

With the assistance of the family physician, who 
gave the anesthetic, and the nurse, we proceeded 
to repair the injuries. Using an ordinary hand 
pitcher, the intestines and omentum were irrigated 
several times with warm water. There was bleed- 
ing from the ragged rent in the omentum, which 
was ligated. I commenced at the pylorus, passing 
the small intestine carefully through my fingers as 
I replaced it through the large rent in the abdominal 
wall. I looked carefully for injured points in the 
intestine, expecting to repair them as I came to 
them. I had reduced about half of the small intes- 
tine when I came to a large rent, an inch and a 
quarter long, in the mesentery. Fortunately, it had 
not severed a vessel of any great size. This rent 
was closed with a running suture of catgut. I. pro- 


ceeded rapidly with replacing the intestine, all the 
while looking for more peelings of the fruit, but 


none was found until we had nearly completed the 
replacement of the small intestine, when quite a 
large piece of peeling was found sticking to the 
mesentery. There were several scratches on the 
surface of the small intestine through the peritoneal 
covering, but not of sufficient depth to require 
suture. A remarkable condition was present: the 
small intestines throughout were so full, they felt 
like ordinary sausages. The caput coli was the 
last part of bowel replaced. 

The wound in the side of the abdomen, shown 
very plainly in the photograph here presented, and 
which I shall describe later, was closed with through- 
and-through silkworm-gut suture, and my attention 
was given to the wound over the tenth rib, which I 
found had cut across the rib, and there was bleeding 
from the intercostal artery. This was ligated and 
the wound closed with suture. There was a ragged 
wound one inch in front of this going through the 
abdominal wall. The ragged wound about an inch 
behind the large wound in the abdomen did not 
enter the abdominal cavity. As will be seen the 
large wound was X-shaped. It commenced at the 
anterior superior spine of the ilium on the right side, 
and extended a little forward and upward for two 
inches, then downward and forward for an inch and 
three-quarters. The latter half of this wound, while 
it is only an inch and three-quarters on the skin sur- 
face, dipped forward in the muscles for fully an 
inch, being broader on the inside than on the outside. 
The wound cut across the deep epigastric artery. 
This was the vessel from which the child lost so 
much blood, and which was clamped with a hemo- 
stat when I first reached the bedside. 

The operation and the dressing did not consume 
more than fifteen minutes. When the child was 
placed in bed the breathing was more regular, and 
fuller, but there was no sign of a radial pulse, and 
the shock was profound. I had little hope at the 
time that the child would rally from the shock, 
owing to the great loss of blood, but after a few 
hours, with the aid of the usual remedies, warmth 
returned to the extremities and a feeble and very 
rapid pulse could be felt at the wrist. He had a 
restless night and we were compelled to use an 
anodyne to quiet him. At ten o’clock the rectal 
temperature had reached 99°. It rapidly rose, and 
at midnight it was 103°, and the abdomen was dis- 
tended with gas. Knowing that the child had eaten 
freely of the fruit during the day, it was ordered 
1-20 of a grain of calomel every half hour, with a 
teaspoonful of water. An enema was given, which 
emptied the lower bowel. The temperature rapidly 
rose, and at six o’clock in the morning it was 106.5° 
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per rectum. There were then general twitching of 
the muscles throughout the body. The child was 
delirious. The abdomen was enormously distended 
with gas. An ice-cap had been ordered at midnight. 
Cold sponge baths were administered, which reduced 
the temperature in thirty minutes to 103°, but it 
rapidly rose again within an hour and a half to 
106.6°. The general condition of the patient grew 
worse until noon Sunday, at which time we suc- 
ceeded by an enema in getting a good stool, with a 
great quantity of undigested pears. Within an hour 
o1 so the child passed about a pint and a half of 
undigested pears. At the same time he passed great 
quantities of gas and the abdominal distention en- 
tirely disappeared. Within two hours the tempera- 
ture dropped to 100°, and all the symptoms were 
greatly improved and the outlook seemed very 


much mofe favorable. The delirium disappeared 
as soon as the temperature dropped, and it did not 
return. Afterwards there was no unusual disten- 
tion of the abdomen with gas. The child was fed 
and nursed carefully for two weeks. Part of the 
stitches were removed on the tenth day and the re- 
maining stitches were removed on the twelfth day. 
The wound united throughout without a drop of 
pus. 

Sunday evening, twenty-four hours after the ac- 
cident, the child commenced to cough, and soon 
developed a bronchitis. This cough annoyed him 
more than anything else after that time. It caused 
much pain in the abdomen, and we were compelled 
te give codeine to control it. The temperature 
ranged from 99° to 101° for one week, at which 
time the cough entirely subsided and the tempera- 


ture dropped to normal, and for the next week 
fluctuated from normal to 99.5°. At the end of 
three weeks the child was permitted to be taken 
out for an airing. He improved rapidly after that 
time, and has grown steadily, as a normal child 
should. The photograph was made on December 
3d. The mother says the child has gained several 
pounds in flesh, and has not been sick a minute 
since he recovered from the accident. 

I report the case because the accident is one of 
such an unusual character, accompanied with a 
great loss of blood, and in such a small infant. 
The rapid recovery is another demonstration of the 
fact that it does not matter much where the surgery 
is performed, if one can secure cleanliness in and 
about the wound. One could hardly imagine con- 
ditions more unfavorable for aseptic surgery than 
obtained in this instance, yet the outcome was sat- 
isfactory. The fact that the intestinal tract was so 
full of undigesed fruit complicated the recovery 
very markedly. It was this that made us anxious 
to empty the intestines as soon as possible after the 
accident. 

The case illustrates in a marked degree the great 
benefit to be derived by thoroughly emptying the 
intestinal canal. For several hours on Sunday fore- 
noon before the intestinal tract was cleared the 
condition of the patient was in extremis. Within 
an hour after the first movement was obtained the 
picture was entirely changed and within two hours 
after the first movement convalescence was estab- 
lished. 


“RAILWAY SPINE.” 


The symptoms of hysteria of traumatic origin 
differ little from those produced by other causes, 
save those referable directly to the location of the 
injury. The absence of spasm, paralysis, hyper- 
esthesia, paresthesia, or anesthesia at a distance 
from the site of the injury, excludes a meningo- 
myelitis. If a pain that has lasted six months is 
not increased by downward pressure on the head or 
shoulders, and there is movability of the vertebra 
with no angular displacement, caries of the verte- 
bral bones can be excluded.—C. R. Duptey in the 
Journal of the Missouri State Medical Association. 


Dr. Wm. F. Waugh, 1424 E. Ravenswood Park, 
Chicago, is collecting material for a paper on atro- 
pine as a hemostatic. He will appreciate the receipt 
ot reports—adverse or favorable—from those who 
liave had experience with this use of the drug. 
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MODIFICATIONS IN INGUINAL HERNI- 
OTOMY. 

Two procedures are integral parts of the familiar 
inguinal herniotomy of Bassini,—a muscle plastic, 
and transplantation of the cord. The first of these, 
the plastic, is in its essential features the basis of all 
subsequently devised operations, excepting Koch- 
er’s. The second, dislocation of the cord, was be- 
lieved to be important to the cure by providing a 
more secure closure of the canal. In Halsted’s 
earlier operation, indeed, the cord was transplanted 
beyond the internal ring, through an incision in the 
internal oblique. In direct hernia, a form much 
less common than the text-books would indicate, the 
displacement of the cord bed is a logical procedure. 
In indirect hernia, however, it has ceased to be re- 
garded, by very many surgeons at least, as a neces- 
sary step. In the later operation of Halsted it is 
omitted and, indeed, the cord itself is handled as lit- 
tie as possible, although some of.its veins are ex- 
cised. The importance of disturbing the cord 
structures as little as possible is recognized in the 
most modern procedures. To carry this principle 


still further, Albert E. Sellenings, in the last issue of 
the AMERICAN JOURNAL OF SuRGERY described an 
operation in which neither the cord nor the sac rela- 
tions were disturbed. Without dissecting out the 
sac, it is simply split and, after returning its con- 
tents, it is tied off high with a purse-string suture, 
then closed throughout its length by a sort of intra- 


saccular suture much as in the manner of Matas’ 
aneurismorrhaphy. Our attention has been called 
tu the fact that this procedure (with somewhat dif- 
ferent technic) was described two years ago by 
Harvey P. Jack, of Canisteo, N. Y., and to him 
belongs priority. To the extent that saving of time 
or of manipulation is important, as in old and feeble 
subjects it usually is, this step in inguinal herni- 
otomy has much to commend it. 

The high percentage of cures generally attributed 
to radical inguinal herniotomy is hardly to be ac- 
cepted. That patients with relapses do not always 
return to the same surgeon for the accurate 
adjustment of his statistics is a familiar fact. 
And these recurrences are by no means _infre- 
quently in those young, muscular subjects with 
small ruptures, in whom one has a right to enjoy 
the greatest assurance of a cure. Perhaps the short- 
ening of the period of confinement after operation 
is partly responsible for recurrences. More likely 
still is: the performance of a routine operation 
which does not sufficiently attend to small but vital 
details of technic or to peculiarities of the individual 
case. 

We have previously pointed out the importance of 
totally ablating all semblance of sac, and potential 
sac, not merely by tying or sewing it “at the neck” 
but by closing off the peritoneum at or even further 
back than its reflection. That no redundancy of 
peritoneum is left can be best assured by exposing 
the peritoneum not only externally by a free divi- 
sion of the external oblique, but also internally at 
least as far as the epigastric vessels. In the opera- 
tion graphically described by F. Gregory Connell in 
Surgery, Gynecology and Obstetrics, October, 1908, 
the importance of the high ablation of the sac is 
emphasized in his “Step 3. Removal of the sac with 
redundant parietal peritoneum at the internal ring. 
Closure of the peritoneum as in usual abdominal 
incision. (Doing away with any outward bulging 
of the peritoneum . thus avoiding a 
potential recurrence.)” Kocher is not alone in be- 
lieving that the complete obliteration of the sac is 
the essential part of the cure; and this is the only 
important step of an operation which has seemed to 
yield him gratifying results. 

The closure of as much as possible of the trans- 
versalis fascia is, also, we believe, important to suc- 
cess. This, too, has not been overlooked by careful 
observers. The fascia is not difficult to isolate, nor, 
as a rule, to approximate. In the N. Y. Medical 
Journal, March 13, 1909, C. F. Kivlin describes 
overlapping closure of the transversalis fascia about 
the cord as an addition to the technic of other op- 
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erations. Substantially the same step is, however, side, not those that can be attempted only in the 


a part of the operation adopted by Connell and re- 
ferred to above. Nor should it be forgotten that 
closure of the transversalis fascia by a separate 
layer of sutures is a feature of the Ferguson opera- 
tion which he emphasized only less than attention to 
the outer angle of the muscles. In Andrews’ imbri- 
cating operation the transversalis fascia is included 
in the through and through suture. Fowler carried 
the effort to close the transversalis still further. He 
incised this structure and the peritoneum from the 
internal to the external ring (tying and cutting the 
epigastric vessels), dislocated the cord inward, and 
then sutured the divided tissues. 

The Bassini, Halsted or Andrews plastics are all 
insufficient as radical operations without careful at- 
tention to other details, and these become of still 
greater importance in cases where, by reason of 
insufficient musculature, the plastic must needs be 
unsatisfactory. Here, to be sure, the employment 
of the rectus sheath (Halsted), or of the rectus 
itself (Bloodgood) may help to “piece out,” and 
wire filigree may form some support. But in spite 
of these devices there are many subjects, old or 
more or less emaciated, and unsuited for trusses, 
who can have no probability of cure unless each 
contributing factor is dealt with carefully. 

We cannot leave this subject without a protest 
against the practice of removing healthy omentum 
guilty of no other offense than being found in a her- 
nial sac. Aside from the risk of internal hemor- 
thage from the slipping of a ligature, the ruthless 
amputation of healthy omentum deprives its owner 
of a useful structure without giving him a compen- 
satory added insurance against relapse of his rup- 
ture—W. M. B. 


THE MANAGEMENT OF PLACENTA 
PREVIA. 
The treatment of placenta previa is at present 
evoking an acrimonious dispute in German obstet- 


tcal circles. Kroenig and Sellheim have raised a- 


veritable storm by their radical attitude in favor of 
Cesarian section in this condition. Each of them 
reports a small series of cases with no mortality, 
maternal or fetal; but, as is well known, statistics 
are always deceptive, and no conclusions can be 
drawn except from large numbers of cases. A. 
Martin justly insists that the attitude of those who 
would divide obstetrics into two classes—that of 
everyday practice and that of the hospital—is un- 
justifiable and the division is artificial; and the 
coming generation of physicians should be taught 
methods which they can and must use at the bed- 


best hospital surroundings. The first suggestions 
and reports of Cesarian section for placenta previa 
came from American surgeons, but the great ma- 
jority of the profession on this side of the Atlantic 
kas not endorsed nor attempted to follow such 
radical measures. 

The conservative treatment of placenta previa 
centers in an early and correct diagnosis. If the 
hemorrhage occurs in the sixth or seventh month 
of pregnancy, the child is a negligible factor; in 
the later months the mother’s life is still paramount, 
but more consideration should be given to the fetus 
when near term, than when premature and almost 
sure to succumb. The greatest harm is usually done 
by ill-prepared or incompetent efforts at packing 
the vagina with non-aseptic cotton or gauze, which 
hides the hemorrhage, but fails to control it. Then, 
after the anemia has become extreme, and infection 
is present or threatens, assistance is called in too late. 

The outfit of every accoucheur should contain 
inelastic dilating bags for introduction, if possible, 
through the placenta, if centrally implanted, at 
least within the membranes if the implantation is 
lateral ; and when this is impossible the bag should 
be placed below the placenta, between it and the 
presenting head. After the spontaneous expulsion 
of a large bag (holding 500 c.cm.), to which may be 
attached a weight of two pounds, version and ex- 
traction through the now fully dilated cervix should 
give a low lateral and fetal mortality. In partial 
(lateral) placenta previa, where the bleeding ap- 
pears late, after the cervix is nearly obliterated, 
rupture of the membranes may suffice to control 
the hemorrhage. 

In the January number of the AMERICAN JouR- 
NAL OF SurRGERY, Dr. Harold A. Miller, of Pitts- 
burg, described a procedure which, if justified by 
further experience, will deserve extended recogni- 
tion. He ties uterine arteries submucously through 
the vaginal fornices, and finds that the bleeding is 
promptly controlled. This operation is slight, non- 
mutilating, and, if the ureters are not included in the 
hgature, devoid of danger. After the hemorrhage 
has been controlled deliberate efforts to extract the 
child may then be undertaken. 

No matter what further advances will be made in 
the methods of coping with this frequent and alarm- 
ing complication of pregnancy, a material reduction 
of its dangers and fatalities will depend more upon 
the proper training of the general practitioner along 
conservative lines, than upon any one operative pro- 
cedure, which demands for its execution modern 
hospital equipment and surroundings.—R. T. F. 
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Surgical Suggestions 


The cause of an obscure symptomless fever may 
be a pyelitis. Urinary examination will establish 
the diagnosis. 


Swabbing the throat with 20 per cent. iodine in 
glycerine will quickly relieve a pharyngitis. 


Small reddish spots interspersed over the tonsils, 
uvula and anterior pillars, with no signs of inflam- 
mation, are usually herpetic. 


The effects of the application of cocaine or adren- 
alin to the nose or throat may be prolonged by 
swabbing the parts after the application of the 
medicament with sterile vaselin. 


It is almost impossible to successfully anesthet- 
ize a peritonsillar abscess, The patient should be 
placed under the lightest possible narcosis and the 
incision made rapidly while the head is suspended 
over the edge of the table. 


Book Reviews. 


A Text-Book of General Bacteriology. By Enwin O. 
Jorpan, Ph.D., Professor of Bacteriology in the Uni- 
versity of Chicago and in the Rush Medical College. 
Octavo; 557 pages; illustrated. Philadelphia and Lon- 
don: W. B. Saunpers Company, 1908. 


We recall few text-books of bacteriology that are more 
interestingly written than the volume before us. It is 
very evident that the author is in close sympathy with 
the utilitarian significance of bacteriology, for the largest 
emphasis is placed on those phases of the subject. Thus 
the relations of bacteria to disease are extensively dwelt 
upon, while their relations to sanitation, industry, agri- 
culture, etc., are not omitted. At the same time the tech- 
nical and cultural features are sufficiently outlined to 
serve as a good working guide for the beginner. Espe- 
cially commendable is the author’s clear style. As an in- 
stance of this, the chapter on immunity, a proverbially 
difficult subject, is written so as to lead one to believe the 
subject to be remarkably simple. Considerable interest is 
added to the text by the numerous historical references 
scattered through it. The work is interspersed with ref- 
erences to the literature, and these serve to show that the 
author is well acquainted with the important bacteriologic 
work of recent years. His criticism of debatable bacterio- 
logic subjects is sane and unerring and withal remarkably 
concise. The illustrations are all that can be desired. 

Altogether the book reveals evidences of high pedagogic 
skill, and can be cordially recommended. 


Text-Book of Gynecological Diagnosis. By Dr. Grorc 
\ Winter, O.0., Professor and Director of the Kgl. 
Universitits-Frauenklinik in K6nigsberg. With the 
collaboration of Dr. Cart Ruce, of Berlin. Edited by 


Joun G. Crark, M.D., Professor of Gynecology, Uni- 


versity of Pennsylvania. After the third revised Ger- 
man edition. Large octayo; 670 pages; illustrated by 


four full-page plates and three hundred and forty-six 
text illustrations in black and colors. Philadelphia and 
London: J. B. Lippincott Company, 1909. Price, $6.00. 


The English-speaking medical profession is to be con- 
gratulated that the smooth and accurate translatioii, by 
Dy. R. Max Goepp, of Winter’s Diagnosis, at last enables 
it to read this standard treatise. The book differs from all 
others in that it takes up each subject not only from the 
theoretical but also from the practical aspect, placing before 
the reader the difficulties which confront him, the exami- 
nation and the method of inductive or deductive reasoning 
needed to clear up the diagnosis. Ruge discusses the mi- 
croscopical diagnosis in a masterly manner, making it 
dovetail accurately with the discussion of bedside findings. 
The illustrations, which are excellent throughout, are sup- 
plemented bv diagrammatic sketches, drawn to scale, which 
not only enable the reader to grasp the salient features of 
each disease at a glance, but also train him to use similar 
schemata to record his own cases. 

Introductory chapters initiate the reader into the mys- 
teries of all the various methods of examination, including 
bacteriological, cystoscopic, radiographic and microscopical. 
The normal findings, which form the ground-work vi all 
successful diagnosis are discussed, Ruge then taking up the 
histology of the generative organs. Classical chapters on 
normal and disturbed pregnancies follow. Displacements 
of the uterus receive extended analysis. The chapter deal- 
ing with myomata is. unexcelled. The section on ovarian 
tumors gives especial scope to a brilliant discussion on 
differential diagnosis. Malignant disease of the uterus, a 
subject of particular interest to Winter who has taken the 
lead in educating the lay public to its insidious onset, is 
especially emphasized. Next are treated the neoplasms of 
the vulva and vagina. The diagnosis of tubal disease of 
pelvic peritonitis and of parametritis, although separately 
treated, emphasize the intimate relations of these icflam- 
matory diseases. Uterine catarrh follows; the concluding 
chapters of the main portion dealing with malformations 
and diseases of the urinary apparatus. A special «liscus- 
sion, from an analytical standpoint, deals with the causes 
of hemorrhage, amenorrhea, dysmenorrhea, sterility and 
abdominal tumors. 

This short résumé cannot give more than a hint of the 
wealth of experience and material which has been imcor- 
porated in this volume. The drawings of microscopical 
sections are excellent, the book combining the functions 
of geese as it is really met, and as it should be prac- 
ticed. 


Eine neue Hypothese uber Ursachen und Wesen bos- 
artiger Geschwulste. Dr. ryiv. ET MED. Orto AICHEL, 
a.o. Professor der Gynikologie an der Universitat 
Santiago (Chili). Pamphlet; 36 pages. Munich: 
J. F. LEHMANN, 1908. 


In a nutshell, the author’s theory is that the normal 
somatic cell by amphimixis (conjugation such as occurs 
between the ovum and spermatozoon) with a leucocyte 
furnishes the malignant cell (carcinoma or sarcoma). From 
this cell, by division the malignant tumor arises. This 
short monograph gives a good résumé of all the work done 


- on malignant tumors, besides offering the above hypothesis. 


Nouveau Traité de Chirurgie. Publié sous la direction 
de Prerre Devset et A. Le Dentu. Fascicule XIII. 
MALADIES pU CRANE ET DE L’ ENCEPHALE par M. AUVRAY. 
Professor Agrégé a la Faculté de Médecine de Peris, 
Chirurgien des Hdpitaux. Octavo: 508 pages; 130 
illustrations. Paris: J. B. BaiLuitre et Firs, 1909. 


This volume of the series, on the whole. is thoroughly 
satisfactory. It might have been wise to devote more 
space to the detailed description of cranial topography, 
although this subject may be studied in other books. The 
main headings are as follows: Traumatic lesions of the 
skull; their complications; tumors of the skull; infectious 
lesions; complications of middle ear affections; congenital 
disease of the skull and brain; and various cerebral dis- 
cases (such as epilepsy, hemorrhages, encephalitis, etc.). 

The book is thoroughly up to date and quite compiete. 
Of the various methods of raising a flap the author gives 
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preference to the trephine and Gigli saw. He favors Cush- 
ing’s views as to active intervention in certain cases of 
fracture at the base. In the new-born, birth injuries should 
more often be operatively treated. In cerebral tumor, lum- 
bar puncture is warned against, as sudden death is not un- 
common, after this interference. 


Tabellen zu Klinisch-bacteriologischen Untersuchungen 
fur Chirurgen und Gynakologen. By Dr. W. Liep- 
MANN, Dozent at the University of Berlin, Senior 
Surgeon at the Gynekological Division of the Charité. 
Large octavo. Berlin: Aucust HirscHWALD, 1909. 
Price, 2 Marks. 

This little volume is designed as a record of operations 
in connection with the “Dreitupfer probe” (the three sponge 
test). The object of the test is to afford a control of the 
asepsis as carried out at the operation; to note the in- 
fective germs contained in the growths removed, and to 
enable an early and more definite prognosis based upon 
these facts. During the operation a dry, sterile gauze sponge 
is rubbed about in the wound as soon as the peritoneal 
cavity is opened, in suspicious connective tissue another 
test is made and finally before closure of the wound a 
third test is obtained. The sponges are at once placed 
in dry Petri dishes and later transferred to bouillon. Next 
day the cultures are examined and stained. The applica- 
tion of the method is then discussed. The main part of 
the booklet is composed of 150 blank temperature charts 
and space for records. 


Principles and Practice of Physical Diagnosis. By Joun 
C. Da Costa, Jr., M.D., Associate in Clinical Medicine, 


Jefferson Medical College; Chief of Medical Clinic 
and Assistant Visiting Physician, Jefferson Hospital, 
etc. Octavo; 548 pages; 212 original illustrations. 
Philadelphia and London: 
1908. 


W. B. SauNDERS ComMPANY, 


While this book introduces no novel features, it is never-- 
theless a work of solid merit. The arrangement and ex- 
position are systematic; the text, within the limitations set 
forth by the author, is complete and up-to-date; the 
author’s judgment is sound and his style is clear and free 
from redundancy. Especiaily pleasing ‘to note is the 
author’s sound knowledge of pathology. The introduction 
of differential diagnosis also adds appreciably to the value 
of the book. 

Despite these merits, the work has defects; these are, 
however, errors of omission rather than commission. 
While we fully appreciate that the author cannot cover 
the entire subject of physical diagnosis within the com- 
pass of a volume of this size, nevertheless it appears to 
us that certain subjects of fundamental importance should 
not have been omitted. Thus we find no discussion of 
“fever,” of the examination of the tongue, rectal examina- 
tion, sigmoidoscopy or of “Head Zones.” Of subjects of 
minor importance, we fail to note any mention of the 
value of the abdominal examination in a warm bath. The 
whole exposition of the subject of “abdominal examina- 
tion” appears to us to have been neglected at the expense 
of thoracic diagnosis. 


The illustrations are all original and entirely satisfac- _ 


tory, although we fail to see why so many nude female 
figures should have been chosen to represent physical signs 
instead of the conventional male types. 

On the whole the book represents an achievement and 
with the correction of the omissions mentioned above, it 
should take a place of the first rank among works devoted 
to this subject. 


Borderland Studies. A Collection of Essays on Medical 
and Related Topics. By Grorce M. Goutp, M.D., Phila- 
delphia. Volume II. Duodecimo; 311 pages. Phila- 
delphia: P. BLaxtston Son & Co., I 


A glance over the titles of the essays contained in this 
book gives evidence that the author has lost none of his 
well-known versatility. In the first essay, “The History 
-of the House,” he outlines in a highly instructive and in- 
teresting manner the development of the modern dwelling 
in its hygienic aspects. 
‘the author agitates again the subject of “Eye Strain.” “The 


‘modern house and eye strain. 


In “The Life Study of Patients,” - 


Seven Deadly Sins,” described in the next essay, are to- 
bacco, alcohol, tea, coffee, sugar, venereal diseases, the 
In the essay on “Sin and 
Disease,” the immense price that humanity pays through 
the scourges of venereal diseases is set forth luminously 
in an array of startling figures. “King Arthur’s Medicine” 
isa diagnostic study of the diseases with which the vari- 
ous heroes in Malory’s renowned life were afflicted. Need- 
less to say they are largely traumatic. His essay on “Style” 
can be read with profit by all writers on medical subjects. 
Among the other essays comprised in this volume may be 
mentioned, “A System of Personal Biologic Examination,” 
“Some Intellectual Weeds of American Growth,” “History 
and Psychology of Words,” “Child Fetiches” and “Voca- 
tion and Avocation.” 

While the reader perhaps may differ with the author in 
many things, all must concede that his views are never 
hackneyed and that he is a master in the art of setting 
them forth. The reader should therefore find these essays 
as suggestive as they are interesting. 


Bacterial Food Poisoning. A concise exposition of the 
etiology, bacteriology, pathology, symptomatology, Pro- 
phylaxis, = treatment of so-called ptomaine poison- 
ing. By Pror. Dr. A. Dieuponné, Munich. Trans- 
lated and edited, with additions, by Dr. CHARLES Frep- 
ERICK Bortpuan, Bacteriologist, Research Laboratory, 
Department of Health, City of New York. Authorized 
translation. Duodecimo; 128 pages. New York: E. B. 
Treat & Co., 1 

This book will tend to dissipate many of the current 
hazy notions in regard to “ptomaine” poisoning. Instead 
of being due to noxious chemical substances, as was so 
long supposed, the author shows that specific forms of 
bacteria are, in most instances, associated with the various 
types of food poisoning. The author discusses in separate 
chapters: Poisoning Due to Diseased Meat; to Decayed 

Meat; to the Eating of Sausages; Cheese; Ice Cream and 

Puddings; Potatoes; Canned Goods and Metallic Poison- 

ing. The least satisfactory discussion is that on Treat- © 

ment, which is merely outlined in a summary fashion. The 
work concludes with a good bibliography. 

Altogether, the book is a veritable mine of information 
on a subject the importance of which is not sufficiently 
appreciated. 


Books Received 


Surgical Diseases of the Abdomen, with especial — 
ence to Diagnosis. By RicHarp Dovuctas, M.D., For- 
merly Professor of Gynecology and Abdominal Sur- 
gery, Medical Department, Vanderbilt University, 
Nashville; Ex-President of the Southern Surgical and 
Gynecological Association, etc. Second Edition, re- 
vised and enlarged. Edited by Ricuarp A. Barr, B.A., 
Professor of Abdominal Surgery, Medical Department. 
Vanderbilt University. Octavo; 897 pages; 20 full-page 
plates. Philadelphia: P. Braxiston’s Son & Com- 
PANY, I909. Price, $6.00. 


Surgical Diseases of Children. <A Mista 2 Treatise on 
Pediatric Surgery. By Samuet W. KELLEY, 
Professor of Diseases of Children, Cleveland College 
of Physicians and Surgeons, Medical Department, 
Ohio Wesleyan University; Surgeon-in-Chief, Holy 
Cross Home for Crippled Children; Pediatrist, St. 
Luke’s Hospital and City Hospital, etc. Large octavo; 
765 pages; 202 illustrations. New York: E. B. Treat 
& Company, 1900. Price, $5.00. 


Practical Dietetics, with Reference to Diet in Disease. By 
Aina Frances Pattee, late Instructor in Dietetics, 
Bellevue Training School for Nurses, Bellevue Hos- 
pital; Special Lecturer at Bellevue, Mount Sinai, 
Hahnemann, and the Flower Hospital Training School 
for Nurses, New York City, etc. Fifth Editon. Duo- 
decimo; 300 pages. Mount Vernon, N. Y., and New 
York City: Published by the author. Price, $1.00. 
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Progress in Surgery. 
A Résumé of Recent Literature. 


Temporary Colostomy as a Curative Measure in Cer- 
tain Forms of Post-Operative Fecal Fistulae. 
J. M. Exper, Montreal. Surgery, Gynecology & Ob- 
stetrics, January, 1909. 

Elder reports four cases of fecal fistulae, two vaginal 
and two abdominal, which occurred after operations on the 
pelvic organs, cured by simple temporary exclusion of the 
gut by means of a colostomy opening, central to the fistulous 
tract. It is essential to determine from what part of the 
colon or rectum the fistula originates. If low down this 
may be determined with the proctoscope; if higher up 
injection of bismuth paste and a skiagraph will have to be 
used. The technic of the colostomy is a simple Maydl 
operation in two stages, preferably employing McBurney’s 
inter-muscular incision. The fistula receives no treatment 
and in all the cases reported healing took place within a 
few weeks to months. Later the colostomy opening is 
closed by the usual extraperitoneal suture and closure of 
the wound. 


Abdominal Surgery Without Detached Pads or 
Sponges. H. S. Crossen, St. Louis. American Jour- 
nal of Obstetrics. January, 1909. 

Crossen claims that his method, if carried out as directed, 
will absolutely safeguard against the serious accident of a 
sponge or pad being left behind during an operation. The 
set used during a laparotomy consists of four strips of 
gauze Io yards long and 3 inches wide (6 thicknesses) 
to be used for sponging, and one wide strip 5 yards long 
and 9g inches wide (4 thicknesses). Each strip lies folded 
within a small bag to which the one end of the strip is 
firmly stitched. At the beginning of the operation a hag 
with the narrow strip is pinned to the laparotomy sheet 
near the wound, and the larger bag next to this. As re- 
quired for sponging, more and more of the narrow strip 
is pulled out and not cut away but simply allowed to hang 
down from the opposite side when soaked with blood. The 
larger strip is used instead of pads. 


A Summation of Data in Regard to the Appendicular 
Artery in Sixty-five Personal Dissections. Byron 
Rostnson, Chicago. Denver Medical Times and Utal 
Medical Journal, January, 1909. 

The arteria appendicularis, primarily, and in the majority 
of subjects originates directly from the right circumference, 
of the ileocolic circle ;-in the minority of subjects it orig- 
inates directly from the ileocolic arches. It originates from 
the ramus colicus (of the ileocolic artery) in 3 per cent. of 
subjects. The maximum number of appendicular arteries 
in sixty-five consecutive subjects was five, the minimum 
one. The average number was two. In general it courses 
from the right border of the ileocolic circle or from the ileo- 
colic arches distalward between the right mesocolic blades, 
dorsal to the distal ileum and terminates by coursing be- 
tween the blades of the mesoappendix to the free end on 
the appendix. The course of the principal appendicular 
artery determines the form of the mesoappendix. The 
length of the artery varies from two to seven inches, the 
diameter is markedly limited, frequently thread-like. Clin- 
ically the appendicular artery is significant as it nourishes 
the dangerous ad treacherous atrophic appendix—danger- 
ous because perityphlitis kills, and treacherous because 
the capricious course of perityphlitis cannot be prognosed. 
The general etiology of perityphlitis is trauma of the psoas 
muscle producing adhesions which contracts the meso- 


appendix, constricts the vessels, flexes the appendix, check-: 


ing drainage and ending in perforation. 


Gallstones in the Urinary Bladder (Gallensteine in der 
Harnblase). F. Micuet, Koblenz. Zentralblatt fiir 
Gyndkologie, January 2, 1909. 

The author reports a very rare case. The patient, a 27- 
year-old woman, three years previously had severe gall- 

stone colics followed by the signs of peritonitis. Later a 


_ large exudate developed in the right iliac fossa, which was 


supposedly due to an appendicular inflammation. Repeated 
attacks of anuria and dysuria were noted. About six 
months ago severe cystitis, very resistant to treatment, ap- 
peared, and a calculus was suspected. Michel was called 
in to operate upon the patient, and through a_vesico- 
vaginal incision removed four large stones, which fitted to- 
gether on their facetted surfaces, forming a sausage-shaped 
mass. The bladder wound healed. The stones contained 
cholesterin and bile salts. Since the operation the urine 
continues to show bile and is oily, proving that communi- 
— _— the bile passages still persists. Cystoscopy was 
refused. 


Simultaneous Ligation of Both External Iliac Arteries 
for Secondary Hemorrhage Following Bilateral 
Uretero-Lithotomy. A. V. MoscHcowitz, New York. 
Annals of Surgery, December, 1908. 

The main features of this highly interesting case are the 
following: The patient underwent the operation of bilat- 
eral uretero-lithotomy for two calculi in each ureter. The 
operation was easily done and for drainage the author 
used soft rubber tubes which led down to the treteral 
opening. Convalescence was uneventful up to the first 
dressing, which took place 7 days after operation. On 
removal of the right tube there ensued a tremendous gush 
of blood; the author promptly introduced the finger and 
by compression of the artery the hemorrhage ceased. Aftér 
the patient was anesthetized the wound was opened and a 
hole sufficiently large to admit the tip’ of the little finger 
was found on the external iliac, due to the evasion of the 
wall by the drainage tube. This artery was then tied. 
As the sheet covering the patient was lifted up, it hap- 
pened to catch in the safety pin, passing through the tube 
on the opposite side, so that the tube was lifted out for a 
distance of about one-half inch. There promptly occurred 
a similar alarming hemorrhage. The same conditions were 
found on this side, necessitating ligation of the left exter- 
nal iliac. Despite the formidable accident, the patient suf- 
fered no consequences; within a day or two pulsation ap- 
peared in the femorals, and at present the patient is per- 
fectly wel]. The lesson this case teaches is that rubber 
tubes should not be used in such a situation. In the future 
the author has decided to resort to cigarette drains. This 
is the first case on record of simultaneous ligation of the 
external iliac arteries. 

The author describes the probable routes by which collat- 
eral circulation was established. ~ 


Ureteral Isthmuses. (Byron Robinson’s Three Ureteral 
Isthmuses.) T. B. Woop, Chicago. American Jour- 
nal of Urology, January, 1909. 

The author calls attention to the three constant constric- 
tions found by Robinson. They are a proximal ureteral 
isthmus located practically at the distal renal pole (aver- 
aging 1-12th of an inch in diameter), the middle, situated 
at the point where the ureter crosses the iliac artery (av- 
eraging 1-7th of an inch in diameter), and the distal, lo- 
cated in the vesical wall (about 1-1oth of an inch). It is 
at these points that ureteral calculi are most apt to lodge. 


Treatment of Suppuration of Renal Pelvis and Ureters 
by Lavage. FE. Garceau, Boston. Journal of the 
American Medical Association, January 23, 19009. 

Garceau presents the literature on the subject of renal 
lavage and reports some personal cases. The technic is 
described in detail. He prefers the Kelly cystoscope and 
says that the operation is simple though some skill is re- 
quired. The germ usually found is the colon bacillus, but 
the gonococcus and other germs have also been found. 

The solution which has given him the most satisfaction is 

silver nitrate, beginning with 1 to 2000 and gradually in- 

creasing the strength. The smount should depend on the 
condition of the pelvis and kidney. If there is no dilata- 
tion, not more than 8 or 10 c.c. should be given at first; 


the sensations of the patient will be a good guide in this as . 
also in regard to the frequency of the injections. The - 


method is seldom required and care should be taken in se- 


_ lection of cases. As a rule the patient should be under - 


observation for a considerable time before it is under- 


taken. Acute pyelitis is not suited to this method. Free - 
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drainage of the kidney through the ureter must be secured. 
The most suitable cases are those of simple chronic sup- 
purative pyelitis without obstruction, but most of these 
will get well anyhow unless the germ is a very virulent 
one. It may be used to cure an inflammation in a hydro- 
nephrotic sac as a preliminary to nephropexy, but the 
kidney should be supported meanwhile by an appropriate 
apparatus. It should never be permitted in severe pyone- 
phrosis with general systemic infection and it is not suit- 
able for tuberculous pyelitis or tissue changes tending to 
sclerosis and thickening. ‘The only positive remedy for 
such chronic cases is nephrectomy. A permanent catheter 
in the ureter is dangerous, especially with acute infection 
and general symptoms. Renal lavage is seldom followed 
by serious harmful sequels if properly performed in the 
right sort of case, but further experience is needed to give 
the method a definite therapeutic standing. 


The Effect of Adrenalin on Intestinal Hemorrhage. 
C. J. WicceErs, Detroit. Archives of Internal Medi- 
cine, March 15, 1909. 

As a result of his experiments, the author arrives at the 
following conclusions: 1. Large doses of adrenalin (0.05 
to 0.1 mg.) cause a short preliminary increase in hemor- 
rhage followed quickly by a decrease or cessation of 
bleeding. On account of the great preliminary loss of 
blood they are always contraindicated. 2. Small dose of 
adrenalin (0.01—0.025 mg.) cause little or no preliminary 
increase, but shorten the course of hemorrhage. As they 
save the red blood cells in every way they are therapeut- 
ically desirable. 3. The method of introducing adrenalin 
determines the effect of blood pressure and hemorrhage. 
No results are obtained by subcutaneous administration. 
By continuous intravenous injection of weak solutions a 
slight elevation of pressure can be maintained and hemor- 
rhage simultaneously checked. This can also be accom- 
plished by intramuscular injection. 4. Adrenalin is not in- 
dicated in all intestinal hemorrhages. The condition of 
the blood pressure is the criterion for its use. In hem- 
orrhages of short duration when the pressure has not fallen 
to any extent, a judicious use of nitrites proves of more 
benefit than adrenalin. When the bleeding has been pro- 
fuse, however, and a low pressure already exists, it be- 
comes vital that hemorrhage should be checked without 
further reduction of pressure. Adrenalin finds its use in 
this field. 5. The use of adrenalin should always be closely 
followed by blood pressure observations. A dose sure to 
be below the safety limit should first be tried and the pres- 
sure carefully estimated. If no rise occurs, gradually in- 
creasing doses may be injected until a slight elevation of 
pressure is present, in which case we may be certain that 
enough has been introduced to affect hemorrhage, and at 
least no significant preliminary increase has resulted. 

The Diagnosis of Intestinal Perforation in Typhoid 
Fever. Brown, Rome, N. Y. Journal of the 
American Medical Association, February 27, 1900. 

Brown calls attention to two new signs which seem to 
him to be important in the early diagnosis of typhoid per- 
foration. These are what he calls the “dipping crackle” 
and the tendency of the pain and tenderness to approach 
the side that is lowermost when the patient is turned on the 
side. Both of these signs are illustrated by cases. The 
“dipping crackle” sign is heard on placing the bell of the 
stethoscope over the right iliac fossa and dipping suddenly 
with it as in dipping palpaiion. A very fine crackle was 
then heard which sounded much like a fine crepitant rale, 
or as if two sticky surfaces were being drawn apart. This 
was present in three of his seven cases, and appears to 
him to be a rather valuable confirmatory sign, as it seems 
to be due to the fact that in dipping suddenly the parietal 
and visceral layers of the peritoneum come in contact for 
an instant, and apparently the inflamed surfaces stick to- 
gether for a moment and then pull apart. He has never 
found the sign present over an area of more than two 
inches in diameter, and never later than four hours after 
the initial symptom, presumably because the accumulated 
gas prevents the surfaces from coming in contact. The 
second sign is due to the gravitation of the extruded con- 
tents of the intestine. On the occurrence of a sudden, 


sharp pain in the lower part of the abdomen, and especially 
in the right iliac fossa, accompanied by tenderness, with 
or without rigidity, the abdomen should be carefully ex- 
amined and the area of the tenderness mapped out. The 
patient should then be turned on the unaffected side, and, 
if, in from fifteen minutes to half an hour, the tenderness 
has moved one or two inches, or if, at any time the tender- 
ness and rigidity become marked, immediate operation is 
indicated. 


The Treatment of Uterine Hemorrhages by Means of 
Serum (Die Behandlung von Gebairmutter Blutungen 
mit Serum). W. Busses, Jena, Zentralblatt fiir Gyna- 
kologie, February 13, 1909. 

The injection of blood serum has proven of use in hemo- 
phelia (Weil, Broca). Busse has therefore tried such in- 
jections in persistent uterine hemorrhages in which the 
local findings were negative and in which repeated curet- 
tages, climatic treatment, etc., failed to cure. He obtained 
fresh human serum by abstracting blood from healthy pa- 
tients operated upon for displacements, through aspiration 
of an arm vein. Ten ccm. of the clear serum were injected 
deep into the gluteal region of 10 patients suffering from 
menorrhagia or metrorrhagia. In three to four days the 
injection was repeated. Five cases showed immediate and 
permanent improvement; two required a third injection, 
and the rest are still under treatment. Except for transient 
loss of appetite in two instances no after-effects were noted. 
Care must be taken to avoid the transmission of syphilis 
by the injection. Possibly iresh animal serum may prove 
equally efficacious. The author believes that the underly- 
ing condition is a mild evidence of hemophelia and that the 
serum injection increases the coagulability of the blood. 


Fibro-epithelial Changes in the Mammary Gland (Zur 
Kentniss der Fibro-epithelialen Verainderungen der 
Brustdriise). P. La Chaux-de-Fonds. Archiv 
fiir Klinische Chirurgie, 1908. Vol. 88, No. 1. 

A study of the clinical course and pathology of 21 cases 
of cystic disease of the breast leads the author to the fol- 
lowing conclusions: Fibro-adenoma, cystosarcoma, phyl- 
lodes, and mastitis chronica cystica form a group of dis- 
eases of the breast, that has its origin in the same histologic 
elements. The differences ‘n the architecture of the final 
tissue product are dependent upon the predominance of 
either the connective or epithelial tissues, and upon the 
degree of circumscription eventually attained by the growth. 
At its inception the pathologic process must be regarded 
as being a “fibro-epithelial degeneration,” rather than in- 
flammatory or neoplastic in nature. A similar phenomenon 
occurs in polycystic degeneration of the ovary, in pro- 
static hypertrophy and especially in the thyroid. The very 
first tissue alteration concerns the glandular elements. 
These hypertrophy, proliferate, dilate in places and pro- 
duce small cysts. The connective tissue soon participates 
in the productive lesion, but never shows evidences of in- 
flammation. The fluctuation of the function of the gland 
from periods of activity to those of rest, as well as infec- 
tion, probably play but a subsidiary rdle in the patho- 
genesis; for, not infrequently can the beginnings of the 
disease be traced back to the age of puberty. 

Although the diagnosis of these conditions is not diffi- 
cult, the recognition of early carcinomatous change is im- 
possible. Even the pathological examination may not re- 
veal malignancy unless a thorough search for small areas 
of carcinoma be made. In view of the tendency to cancer- 
ous metamorphosis, the circumscribed variety should al- 
ways be extirpated at once, and expectant treatment should 
be reserved for those cases in which one or both breasts 
are diffusely involved, and there only, when the clinical 
symptoms fail to arouse any suspicion of the presence of 
malignant infiltration. 


The Use of Momburg’s Method of Ischemia of the 
Lower Half of the Body as Applied to Obstetrics 
(Uber die Anwendung der Blutlecre der unteren 
Korperhalfte nach Momburg in der Geburtshilfe). W. 
Sicwart, Berlin. Zentralblatt fiir Gynakologie, Febru- 
ary 13, 1909. 

The method consists in drawing very tightly around the 
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abdomen, at the level of the umbilicus, one or more turns 
of a thick rubber tube similar in every way to the applica- 
tion of an Esmarch bandage about an extremity. Experi- 
ments have shown that an ischemic uterus contracts very 
strongly. Sigwart found occasion to employ the method 


in a case of adherent placenta which required manual re- _ 


moval 13 hours after delivery. The subsequent hemor- 
rhage proved persistent and profuse. Two turns of the 
elastic constrictor immediately stopped the hemorrhage and 
caused the uterus to contract firmly. After 15 minutes the 
tube was gradually loosened and then removed. A second 
nearly similar case showed cessation of the bleeding quite 
as promptly. 

The method is easy of application and causes no pain 
or unpleasant after-effects. The appearance of the pa- 
tient, especially immediately after labor when the abdom- 
inal walls are greatly relaxed, apparently cut in two by 
the tightly constricting tube, is somewhat disquieting, but 
one or two trials will convince the physician of the harm- 
lessness of the procedure. 


Statistical Report on Carcinoma of the Tongue (Zur 
Statistik des Zungencarcinoms). H. Eurricn, Vienna. 
Archiv fiir Klinische Chirurgie, 1909. Vol 88, No. 2. 

From a consideration of results of surgical treatment of 

51 cases of carcinoma of the tongue, operated upon in the 

clinic of von Ejiselsberg in Vienna, the author concludes 

that in spite of the high immediate mortality of about 25 

per cent., the proportion of permanent cures is large enough 

to warrant the use of our best effort towards securing a 

thorough radical removal of all of the primary neoplasm 

as well as regionary metastases in the lymph nodes. The 
deep glands of the neck should be removed, through in- 
cisions over the sternomastoid muscle, as well as the sub- 
maxillary nodes. Temporary section of the mandible is 
often of value in facilitating our approach to the seat of 
the primary growth. In the after-treatment, particular 
care should be exercised in avoiding aspiration pneumonia. 
About 13 per cent. of the cases were definitely cured. 


Carcinoma of the Lip (Beitrige zur chirurgischen Be- 
handlung des Lippenkrebses). P. Sterner, Budapest. 
Deutsche Zeitschrift fiir Chirurgie, February, 1909. 

The author analyzes the histories of 158 cases of carci- 
noma of the lip operated upon in the clinic of Dollinger in 

Budapest, and summarizes nis findings as follows: Cancer 

of the lip occurs ten times as often in the male as in the 

female. The lower lip was affected twelve times as often 
as the upper. When the upper lip is concerned, the neo- 
lasm is usually situated laterally; whereas on the lower 
ip the middle is the most frequent location. Smoking and 
antecedent inflammatory processes, psoriasis, leukoplakia 
and scars, seem to-be predisposing causative factors. The 
age of most of the cases was between 55 and 60. As re- 
gards operative results, 70.7 per cent. of the patients upon 
whom a primary operation was done were free from re- 
currence for more than 3 years, and 69.6 per cent. for 
more than 5 years. Ten per cent. of those in whom re- 
currences were operated upon remained free for more than 

3 years, but three-fourths of these patients died within 

one year. 


The Differential Diagnosis of Lesions of the Mouth 
Due to Carcinoma, Sarcoma, Syphilis and Tuber- 
culosis. Tuomas E. Carmopy, Colorado Medicine, 
January, 1909. 

Carcinoma (epithelioma) as a rule affects the lower lip, 
first appearing as a warty or scaly growth, later becoming 
infected and forming an ulcer which has indurated, irreg- 
ular edges with a depressed crater-like center. On the 
tongue, the tip or edges are most frequently involved. 
There are very few cases where the organ is diseased pos- 
terior to the circumvallate papille. It may first appear as 
an ulcer, fissure, blister, pimple, lump, warty growth or 
simply as an excoriation. These undergo cancerous growth 
from irrifation such as a carious tooth, a poorly fitted 
ductal appliance, salivary calculus or some foreign sub- 
stance. Caustics, especially nitrate of silver, are used in 
many sores about the mouth and are probably agents in 
bringing about the transformation into cancer of many 
previously benign conditions. 


of the tip and edges. 


Leukoplakia is seen more often upon the tongue than 
any other part of the mouth. It is said to be due to 
syphilis, though it has been demonstrated in patients of 
rheumatic diathesis. The author saw the condition in three 
tuberculous patients who denied syphilitic infection. Leu- 
comatous patches upon the mucous membranes do not 
necessarily become cancerous. The author cites a case of 
carcinoma beginning in a leucomatous patch on the cheek. 


Carcinoma of the maxillary sinus may ulcerate into the 
mouth or through the cheek to the face. In the later 
stages it involves the orbit, tne ethmoid and sphenoid re- 
gions. The sinuses are frequently found infected which 
sometimes suggests a diagnosis of suppurative disease. 
Primary carcinoma of the salivary glands is not often en- 
countered, although they are frequently secondarily in- 
volved, on account of their proximity to the primary 
cancer, 


The sarcomata, occurring earlier in life, are usually of 
the small round cell or spindle-cell variety, and therefore 
of rapid growth. Periosteal sarcomata are found most 
frequently upon the gums and in the maxillary sinus. The 
growth in the antrum causes an expansion of the bone 
and a thinning of the walls. It frequently causes closure 
of the nasal duct, producing epiphora. Sarcoma may ap- 
pear on the gum as a small, round, bluish-red tumor, re- 
sembling fibroma. Cystic sarcoma attains enormous size. 
Heath mentions several cases, the largest being that of 
the lower jaw which, on removal, weighed four and one- 
half pounds. When sarcomata ulcerate upon secondary 
infection, glandular involvement is the rule, and it may be 
difficult to differentiate from carcinoma. 


The lesions of syphilis which are most likely to be con- 
founded with epithelioma and tuberculosis are the chancer 
and gumma. The location gives us no clue, the history being 
of value according to whethcr the patient answers affirma- 
tively. The chancre is a round or oval ulcer with clean 
cut, indurated edges and on the lips, is dried and of a 
brownish color. Greenewaid mentions the fact that the 
so-called cancer nests are frequently found in the periphery 
of syphilitic ulcers and that the chancer on the tonsil may 
give the characteristic appearance of epithelioma under the 
microscope on account of the dipping down of the epi- 
thelial covering into the crypts. The secondary lesions of 
the tongue are generally small ulcerated areas or cracks 
Their edges are precipitous, fis- 
sured and may be undermined. The parts surrounding the 
ulcer are infiltrated. Tertiary ulcers are generally of 
greater size and leave scars. Syphilis may affect the 
accessory sinuses of the nose, producing ulceration of the 
mucous lining and later necrosis of the bony wall. 

Tuberculosis of the throat is comparatively rare. Hellar 
found only five cases with oral involvement out of 8,000 
suffering with laryngeal tuberculosis. The tonsils are more 
often affected than any other part of the oral cavity, prob- 
ably on account of their having no submucosa and because 
of the degenerative changes which take place in the 
epithelium of the apparently normal tonsils. Tuberculosis 
first appears as small nodules in an infiltrated space, these 
later breaking down, forming an ulcer which has irregular 
soft edges, only slightly depressed below the normal sur- 
rounding tissue and covered by granulations which may 
extend above the surface of the normal tissue. The slough 
covering the base allows the granulations to peep through, 
appearing like papilla. As a rule tuberculosis attacks the 
soft palate while syphilis prefers the bony structures. 


Carcinoma of the Heart. T. Homer Corrin. The Post- 
Graduate, January, 1909. 

It is stated by Bodenheimer that carcinoma of the heart 
occurs in 7.5 per cent of cases of carcinomata with general 
disseminated metathesis. Primary carcinoma is an ex- 
ceedingly rare condition. The symptoms depend upon the 
size and position of the tumor. Large endocardial tumors 
may cause cardiac insufficiency by preventing closure of the 
valves. Tumors in the myocardium may produce the symp- 
toms of broken compensation. The case reported was a 
man, 38 years old, with a soft and friable tumor of the 
esophagus. On the epicardial surface of the left ventricle, 
lying in the course of the coronary artery was a small, 
white nodule, apparently firm and invading the myocar- 
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dium, which, on histological examination, proved to be 
carcinomatous. Up to 1897 (Boether’s Table) ‘only 40 
cases of cardiac carcinoma had been reported. 


Acute Traumatic Tetanus Treated by Magnesium Sul- 
phate. A. P. Herneck, Chicago. Surgery, Gynecol- 
ogy & Obstetrics, January, 1909. 

Miller reports a case of tetanus of severe type occurring 
in a boy seven and one-half years of age, in which eleven 
lumbar punctures were made in the course of thirteen days, 
approximately 2.5 c.c. of a 25 per cent. solution of mag- 
nesium sulphate being injected into the meninges at each 
puncture. Extensive paralysis followed each injection and 
involved usually all the muscles, except those of the head, 
neck and diaphragm, and lasted approximately cighteen to 
twenty-nine hours. Antitoxin was given daily for fourteen 
days, in doses varying from 1,500 to 1,700 units; copious 
saline enemata and infusions, and for a short time, sedatives 
were also used in the treatment. ‘The patient recovered. 
Several times the injections were followed by respiratory 
collapse lasting from eleven to twenty-four hours, and the 
pulse dropped, though not to a dangerous level. No con- 
stant effect of the injections upon the temperature was 
noted, but retention of the urine was the rule, necessitating 
catheterization. Altogether the author is convinced that 
the patient received undoubted benefit from the injections, 
inasmuch as they prevent the rapid exhaustion due to the 
convulsions, and in most instances have made it possible 
for the patient to take nourishment. The author reviews 
the 14 cases that have thus far been treated with this 
method; of these, 55 per cent. died. This result is encour- 
aging, inasmuch as almost all of the cases in this series 
were of the type which usually proves fatal. The author 
believes that it will be possible at some future date to avoid 
the dangerous effects of an overdose, when the technic has 
been more thoroughly worked out. 

Heineck reports the case of a male 17 years of age ad- 
mitted to the hospital with classical signs of acute tetanus. 
The incubation period was 7 days. Repeated injections— 
intraneural and subarachnoid—of tetanus antitoxin were 
given. In addition 5 injections of 5 ccm. of a 25 per cent. 
aqueous solution of magnesium sulphate were made into 
the dural spine sac. After the first injection no return of 
rigidity of the lower limbs was noted, and each injection 
was marked by distinct improvement. The magnesium sul- 
phate produced no alarming symptoms, though a decided 
rise of temperature followed each injection. The cure was 
complete. The paper concludes with a review of the litera- 
ture. 


Hemorrhage From the Cystic Artery Controlled by 
Ligation of the Hepatic Artery (Ueber die Stillung 
der Blutung aus der Art. cystica durch Unterbindung 
der Art. hepatica propria). UH. Kenr, Halberstadt. 
Muenchener Medizinische Wochenschrift, February 2, 
1909. 

Kehr reports a second instance of successful ligation of 
the hepatic artery, having performed the first in 1903 for 
aneurysm of the hepatic artery. In the present instance 
he operated and found a contracted gall-bladder, large 
stone in the common duct, a fistula between the duodenum 
and gall-bladder, chronic pancreatitis, and numerous ad- 
hesions shutting off the left side of the abdomen. After 
closing the fistula, he incised the common duct and re- 
moved the stone, then excising the gall-bladder. A very 
severe hemorrhage resulted from the cystic artery, which 
could not be located. As the condition of the patient pre- 
cluded extensive dissection, he at once exposed the hepatic 
artery after it had given off its gastroduodenal branch and 
ligated the vessel. The hemorrhage promptly stopped. Ten 
days later a severe hemorrhage occurred from the depth of 
the wound, which was promptly reopened. The surface of 
the right lobe of the liver showed considerable areas of 
superficial necrosis; tight tamponage, uneventful convales- 
cence. The patient continued well for four months, but 
then an abscess developed in the scar, which was reopened. 
The abscess was due to further necrosis. Recovery has 
been permanent and complete. 

The danger of ligating the hepatic artery distal to its 
gastroduodenal branch is overestimated, although, as in this 


case, some necrosis of the liver may result. The numerous 
adhesions present prevented ligation proximal to the gastro- 
duodenal artery, and furthermore a ligature would have 
proven useless there, as the active collateral circulation 
would have allowed the bleeding to continue. Kehr has 
found Cammidge’s reaction of great value. Where pres- 
ent, even if the gallstones cause no symptoms, he operates, 
as a chronic pancreatitis may be assumed with assurance. 


Cholecystectomy vs. Cholecystotomy. J. F. ExpMann, 
New York. Medical Record, February 13, 1900. 
Up to three years ago, Erdmann practiced cholecystec- 
tomy oftener than he does at present. He has somewhat 
limited the indications for this operation in recent years and 
for two reasons. First, because if a secondary choledocho- 
tomy becomes necessary, as occasionally happens, the opera- 
tion becomes exceedingly difficult and hazardous. Secondly, 
because the constant formation of a diverticulum in the 
stump of the cystic duct after removal of the gall-bladder 
has led him to believe that the gall-bladder is, after all, 
a necessary organ. The author, therefore, now practices 
cholecystectomy only in cases where the gall-bladder is 
gangrenous, or the seat of calcareous degeneration; also if 
the walls of the organ are greatly thickened and the organ 
is the seat of an acute inflammation. In ulceration perfor- 
ations, as occasionally occurs in typhoid and gun-shot and 
other extensive lacerations, the author advocates removal 
of the organ. He limits the operation of cholecystotomy 
to cases where the walls of the gall-bladder are not too 
thick and are free from ulceration or gangrene, and in 
which the element of time 1s an important consideration. 
The author’s experience in malignant cases has been so 
discouraging that he is inclined in the future to merely 
pea the abdomen, except where the growth is very 

small. 


The Value of the Cammidge Reaction in the Diagnosis 
of Pancreatic Disease. Epwarp H. Goopman, Phil- 
adelphia. Annals of Surgery, February, 1909. 

Goodman made Cammidge tests in 62 cases of various 
abdominal diseases. He secured positive reactions in 10. 
In 7 of these 10 cases the presence of pancreatic disease 
was proven, at operation or autopsy; one patient died with 
clinical symptoms of acute pancreatitis; and in the remain- 
ing 2 cases a concurrent pancreatic lesion was not improb- 
able. Of the 52 cases with negative reactions, 2 were of 

acute experimental pancreatitis (in a series of 4), I was 
of carcinoma of the pancreas, and 1 (out of 2) was of car- 
cinoma of the stomach and pancreas. 

Goodman (who, since preparing this article, increased - 
his observations to 150 or more) believes the Cammidge 
test to be very useful. While the reaction is not pathogno- 
monic, it is, in connection with the clinical history and ex- 
amination and a study of the feces, strongly suggestial of 
pancreatic disease. 


Fatal or Serious Results Following Operative Treat- 
ment of Buboes. Eucenr Fuiter, New York. The 
Post-Graduate, January, 19009. 

Buboes generally lie just above Pouport’s ligament. 
Active suppuration may cover an extensive area and the 
depth is only limited by the external oblique fascia. Such 
suppurations are usually checked by the natural infiltra- 
tion around them, and as a rule point externally. The 
Gangers lie in two directions. First, in a direct or indirect 
injury to the deeper bloodvessels, and second, in an in- 
flammatory invasion of the lymph space between the fascia 
propria of the pelvis and the peritoneum, the infection hav- 
ing entered through the abdominal fascia. An almost fatal 
termination is the result of wounding one of the deep 
vessels while operating on the abscess. The danger from 
indirect injury to these bloodvessels lies in unduly expos- 
ing their walls during operation through the removal of 
the connective tissue and the fascial coverings, thus allow- 
ing the infective process causing the bubo to come in direct 
contact with them. Such an infection may cause septic 
— or thorough alternative action, secondary hemor- 
thage, 

The author sums up as follows: In making a primary 
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incision be careful not to enter the knife-point too deeply. 
Make the external opening so free that there can be no 
premature closure of the external wound. It is best to 
make a crucial incision. Never curette necrotic contents, 
but allow them to separate by themselves. In the case ol 
tubercular buboes, enucleate the glands by blunt dissection. 


Sacral Anesthesia (Ueber Sakrale Anédsthesie). W. 
StoecKEL, Marburg. Zentralblatt fiir Gyndékologie. 
January 2, 1909. 

Stoeckel has used Cathélin’s epidural route in order to 
determine whether labor pains could be rendered less pain- 
ful by a method not entailing the accidents and dangers 
of spinal analgesia. The injection is made, the patient 
lying on her side with thighs in extreme flexion, just above 
the internatal fold and directly in the median line. The 
sacral hiatus is plainly felt immediately above the base of 
the coccyx. As the dural sac ends several centimeters 
above this region the injection is strictly extradural and 
among the fibers of the cauda equina. Novocain and eucain 
B., of the former 0.1I—0.15, of the latter 0.05—0.01, in from 
30-35 ccm. of salt solution, either with or without the ad- 
dition of suprarenal extract, were used at each injection; 
I4I cases were injected. The uterine contractions appear 
to be diminished if the injections are made early during 
labor, otherwise not; the backache disappeared in half the 
cases, the abdominal pain in one-quarter; the muscles of 
the perineum were markedly relaxed in some instances and 
anesthesia of the vulva supervened occasionally. The fetus 
was not affected in any case. Retention of urine during 
the puerperium (so common after spinal injection) did not 
occur once, nor did any untoward symptoms develop. 

In five cases of primary dysmenorrhea the severe back- 
ache was relieved for the remainder of that menstruation 
by a single injection. 

Stoeckel says that his work is as yet’in an experimental 
stage. The only sure fact is that the method is harmless 
and has proven of value in numerous instances. 


A New Operation for Ingrowing Toe Nail. Wr1Am L. 
Keiter, New York Medical Journal, February 20, 
1909. 

The operation is described as follows: Twenty-four hours 
previous to the time of operation the foot and toes are 
thoroughly scrubbed with tincture of green soap, after 
which the nail is trimmed straight across its free border 
and the surface exposed an.1 thoroughly cleansed. Tinc- 
ture of iodin is now applied around the entire margin of 
the nail and a 1-2000 bichlorid of mercury dressing applied. 
At the time of operation, the parts are again scrubbed 
thoroughly. Hemorrhage 1s controlled by a rubber band 
around the base of the toe and local anesthesia obtained 
by injection of a weak cocain solution. With a sharp 
scalpel the nail is split down its center and to the bone; 
the next step is the freeing of the matrix and lateral border 
of the nail by an incision down to the nail almost three- 
sixteenths of an inch from the lateral border extending 
back beyond the base. The scalpel is carried along the 
outer border which is lifted up and the scalpel is directed 
close to the bone, under the matrix, to within one-quarter 
of an inch of the median line. The freed lateral border is 
then elevated with the handle of the scalpel and the matrix 
beneath is removed and the sides elevated are allowed to 
rest on the healthy tissues. A strip of gauze is inserted 
underneath the edge and a wet dressing of magnesium sul- 
phate applied. For a few days the foot should not be 
used. The advantages of the operation seem to be that 
of simplicity, radical cure, minimum tissue destruction and 
decreased suffering from pain, rapid restoration of the 
normal condition of the tissues and short period of con- 
valescence. 


Accidents and Complications in Goiter Operations. 
' C. H. Mayo. The Journal of the Minnesota Medical 
Association and The Northwestern Lancet, February 

15, 1909. 
A slipping of the ligature around an artery has been 
the cause of delayed hemorrhage. The ligature has al- 
ways been the one ligating the superior thyroid artery. A 


large amount of blood may be lost in operating upon 
colloid goiter. In order to cleanse the wound and make it 
possible to secure the artery it may be necessary to com- 
press the common carotid between the fingers, one within 
and the other without the wound. Occasionally a dense 
colloid or exophthalmic goiter will greatly compress the 


. trachea which has become softened. Such a condition may 


require tracheotomy. Hoarseness or complete loss of voice 
may occur from pressure of a hard goiter compressing 
the recurrent laryngeal nerve. Deep suturing with cat- 
gut may include the nerve. Unless one wishes to encounter 
a condition of hypothyroidism, a portion of the gland 
should be left in situ. The parathyroid bodies are seldom 
seriously diseased and when removed it is an accidental 
complication which may not cause trouble, if but one or 
possibly two are injured or taken out. Although the 
author has never seen tetany in any of his cases, he is 
careful to replace beneath the capsule any small detached 
gland-like body resembling those removed during thy- 
roidectomy. 


Disappearance of Goiter Following Adenoidectomy. 
P. B. Caste. Indianapolis Medical Journal, February, 
The following case is reported: The patient was a boy 
fifteen years of age who had a pronounced uniform en- 
largement of the thyroid gland. He was put upon tonics 
and treatment with electrical currents with no improve- 
ment. In the course of examination, a large adenoid was 
discovered which was at once removed under local anes- 
thesia. The following week marked improvement was no- 
ticed in the size of the goiter, and in four weeks recovery 
was complete. Just what bearing the removal of the 
adenoid may have had upon the goiter is difficult to ex- 
plain, but since the improvement did follow, it is a relation 
worth noting. 


The Pathology and Therapy of False (Acquired) Di- 
verticula of the Large Intestine (Zur Pathologie und 
Therapie der falschen (erworbenen) Divertikel des 
Dickdarms). F. Franxe, Braunschweig. Deutsche 
Medizinische Wochenschrift, January 21, 1909. 

Diverticula may occur in any part of the intestinal tract, 
but are most commonly met with in the large intestine, and 
especially in the sigmoid flexure. They vary ‘in numbers 
from a mere few to many hundreds. They are usually 
small, round, and in the mesenteric border. In the large 
intestine they have a predeliction to penetrate into the 
fatty aprendicis epiploicae; nothing is positively known of 
their pathogenisis. They cccur most frequently in the 
later periods of life. The diverticula may become filled 
with inspissated feces or even coproliths and thus give 
rise to a number of inflammatory reactions. Some of 
these consequences may be perforation, abscess formation, 
adhesions to surrounding viscera, inflammatory constric- 
tion of the gut, mesosigmoiditis with secondary kinking 
of the bowel, etc. ‘The clinical manifestations of this 
malady are therefore very protean. ‘In nearly all cases, 
however, a tumor is manifest, necessitating a differentia- 
tion from carcinoma. The history and long duration of 
the disease usually serve to accomplish this. Difficulty 
may arise from the fact that in a few instances a car- 
cinoma has been found in association. The treatment is 
purely surgical, and may consist in either colostomy or re- 
section of the affected portion of the sigmoid flexure. 

The latter operation was the one done by the author in 

the case which he reports, nd with successful results. 


Paralysis of the Left Recurrent Laryngeal Nerve in 
Mitral Valve Disease. Oster.. The Mon- 
treal Medical Journal, February, 1909. _ 

In mitral valve disease with great dilatations of the left 
auricle and compression of the recurrent larynx nerve 
there may be a combination of symptoms and _ physical 
signs most suggestive of aneurism. In a few instances 
both nerves have been paralyzed and it has been suggested 
that the enlarged heart drags down the aorta and the 
right subclavian artery sufficiently to cause atrophy of the 
nerves as they pass beneath these vessels. 
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